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AN IMPORTANT MONEY-SAVING ANNOUNCEMENT FOR HOSPITALS 


INVOICE 
| AMERICAN CYANAMIO COMPANY VIM? 
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The new DIRECT-PURCHASE PLAN inaugurated by the Surgical Products Division, American Cyanamid Company, is 
another important step in our progressive program designed to bring you continually better products and service at the 
lowest possible cost! 

Under the DIRECT-PURCHASE PLAN your hospital can effect important savings and obtain the finest and most 
advanced line of products in their field . . . including safer, stronger D & G Brand SURGILAR® and SURGILOPE SP* 
plastic-packaged sutures and VIM® Brand Syringes and Needles. 

Check these exclusive benefits: | 

IMPRESSIVE SAVINGS—Significant discounts are earned on direct quantity orders for all Surgical Products 
Division products. The average hospital will save thousands of dollars a year! 

IMMEDIATE DELIVERY—no other manufacturer in our field can match the supply and service network of the 
Surgical Products Division. Highly trained staffs in 15 branch offices, coast-to-coast, speed your order from receipt to 
delivery .. . provide the fastest service you can get anywhere. 

EFFICIENT. DEPENDABLE SERVICE—Oour extensive field staff and branch office personnel are constantly at your 
disposal .. . ready to work closely with Purchasing Departments and other key personnel to provide quality products 
and better service at lower cost. Trademark 


Get full details on the new, money-saving DIRECT-PURCHASE PLAN today! Contact 


your Surgical Products Division Representative, or write for descriptive brochure C-l. 
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Relieves the most common side-effect of reserpine 


Approximately half of all patients tak- 
ing any Rauwolfia preparation experience 
the annoying side-effect of nasal stuffi- 
ness. ‘Sandril’ ¢ ‘Pyronil’ relieves nasal 
congestion in about 75 percent of pa- 
tients who experience this troublesome 
side-effect. 


*'Sandril’ (Reserpine, Lilly) t'Pyronil’ (Pyrrobutamine, Lilly) 


COMPANY 


Each tablet combines: 


Dose: Usually 1 tablet b.i.d. 


Also ‘Sandril’: Tablets, 0.1, 0.25, and 
1 mg. Elixir, 0.25 mg. per 5-cc. tea- 
spoonful. 
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For 
Liquid Oxygen... 


It’s LINDE! 


More hospitals can now enjoy the advantages 
of liquid oxygen storage. LINDE’S expanded 
service provides three distinct supply systems 
that meet the needs of large, medium 

and smaller oxygen consumers. 


ATX LIQUID STORAGE AND CONVERTER . 
A new LINDE system with 25,000 eu. ft. capacity — brings 
advantages of a liquid supply to hospitals that could not 
before utilize liquid oxygen. Constantly supplied and 
maintained by LINDE or your local LINDE distributor. 


LC-3 LIQUID CYLINDERS 


Convenient, easy-to-handle cylinders of liquid oxygen, each hold. 


VCC-90 LIQUID STORAGE AND CONVERTER ing the equivalent of 3000 cu. ft. of gas. Can be manifolded to 
Provides ample liquid oxygen for larger users. Unit contains equiv- provide a continuous supply to a piping system or can be used 
alent of 90,000 cu. ft. of gaseous oxygen. at the bedside. 


To learn more about the convenience, efficiency, and economy of 
these liquid oxygen systems, just call your nearby LINDE distributor 
or LINDE office. Or write to Dept. HS-8 LINDE ComPANy, Division of 
Union Carbide Corporation, 30 East 42nd Street, New York 17, N. Y. 
Offices in other principal cities. In Canada: Linde Company, Division 
of Union Carbide Canada Limited. TRADE Mann 


UNION 
CARBIDE 


The terms “Linde” and ‘“‘Union Carbide” are registered trade-marks of Union Carbide Corporation, 
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elect... 
Inject: 
Throw away! 


* “We use disposable TUBEX injectables to save 


labor and money all through the hospital.” 


TUBEX injectables save labor, time, and 
money—in a period of rapidly rising hospital 
costs. This is proved in hospital studies.' The 
TUBEX principle definitely increases efficiency 
at many hospital levels. It simplifies account- 
ing procedures. It provides better, simpler con- 
trol of narcotics and inventory. It eliminates 
the injectable work of central sterile supply. 
It abolishes medication preparation. It per- 
mits more efficient use of nurses’ time. And it 
removes a primary source of serum hepatitis. 


TUBEX disposable units supply at least 
75% of the medications required in hos- 
pital injection. 


1. Hunter, J.A., et al.: Hosp. Management 81:82 
(March) 1956, 81:80 (April) 1956, 83:86 (March) 
1957. Reprints are available from your Wyeth Terri- 
tory Manager or write Wyeth, P.O. Bor 8299, Phila- 
delphia 1, Pa. 
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... your largest line of 
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ciosed-system medications 


hospital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1958 Annual Convention — August 
18-21; Chicago (International Am- 
phitheatre; Palmer House) 
1959 Midyear Conference of Hospital 
Association Presidents and Secretaries 
—February 4-5; Chicago (Palmer 
House 
1959 Annual Convention — August 
24-27; New York City (Coliseum; 
Statler Hotel) 


1960 Annual Convention — August 
29-September 1; San Francisco (Civic 
Auditorium) 


(THROUGH JULY 1959) 


American Protestant Hospital! Associa- 
tion—January 27-30; St. Louis (Jef- 
ferson Hotel) 

Catholic Hospital Association—May 30- 
June 4; St. Louis (Kiel Auditorium) 

National Association of Methodist Hos- 
pitals and Homes — January 27-30 
St. Louis (Sheraton-Jefferson Hotel) 
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THE JEWETT AUTOPSY TABLE 


The Jewett Autopsy Table is recommended by pathologists in 
all parts of the country. All stainless steel sanitary construction, 
adjustable rests and supports for any size body, movable instru- 
ment tray, choice of head rests, ease and convenience of dissection 
... these are just a few of its outstanding features. This table was 
actually designed by practicing pathologists and incorporates 
ideas from several leading members of the medical profession. 


Your first experience with the Jewett Autopsy Table will demon- 
strate that it was built to meet your requirements. 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 


We also invite your inquiry on custom-designed equipment. 
SEE US IN BOOTH NO. 609, A.H.A. CONVENTION, CHICAGO 


REFRIGERATOR 
COMPANY. INC. 


BUFFALO 13. N.Y. 


REGIONAL MEETINGS 


(THROUGH JULY 1959) 


Association of Western Hospitals May 
4-7; Salt Lake City, Utah (Utah Ho- 
tel) 

Carolinas-Virginias Hospital Conference 

_— April 16-17; Roanoke, Va. (Hotel 
Roanoke ) 

Maryland-District of Columbia-Delaware 
Hospital Association——November 3-5, 
Washington (Shoreham Hotel) 

Mid-West Hospital Association Apri! 
1-3; Kansos City, Mo. (Municipal 
Auditorium; President Hotel) 

Middle Atlantic Hospital Assembly 
May 20-22; Atlantic City, N. J. 
(Convention Hall) 

New England Hospital Assembly—— March 
23-25; Boston (Statler Hotel) 

Southeastern Hospital Conference — Apri! 
8-10; Atlanta (Atlanta-Biltmore Ho- 
tel) 

Tri-State Hospital Assembly —— Apri! 
27-29; Chicago (Palmer House) 
Upper Midwest Hospital Conference -— 
May 13-15; Minneapolis (Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 


(THROUGH JANUARY 1959) 


Alabama Hospital Association——January 
23-24; Mobile ‘Admiral Semmes Ho- 
tel) 

Associated Hospitals of Alberto— 
21-23; Edmonton (Jubilee 
torium) 

Arizona Hospital Association—— November 
13-14; Phoenix (Westward-Ho Hotel) 

British Columbia Hospital Association - 


October 
Audi- 


October 28-31; Vancouver (Van- 
couver Hotel) 
California Hospital Association —October 


22-24; Santa Barbara (Biltmore and 
Miramar Hotels) 

Colorado Hospital Association——October 
9-10; Denver (Cosmopolitan Hotel) 

Florida Hospital Association——November 
20-21; West Palm Beach (George 
Washington and Pennsylvania Hotels) 

Idaho Hospital Association — October 
20-21; Boise (Elks Temple) 

IMinois Hospital Association-—December 
4-5; Springfield ‘Abraham Lincoln 
Hotel) 

Indiona Hospital Association October 
8-9; Indianapolis (Indiana University 
Student Union Building) 

Konsas Hospital Association —-November 
13-14; Hutchinson (Baker Hotel) 
Minnesota Hospital Association——Novem- 

ber 7; St. Paul (Lowry Hotel) 

Mississippi Hospital Association——Octo- 


ber 23-24; Jackson (Hotel Heidel- 
berg) 

Missouri Hospital Association——Novem- 
ber 19-21; Kansas City (President 
Hotel) 


Montana Hospital Association— Septem- 
ber 15-16; Havre 

Nebraska Hospital Association——October 
23-24; Omaha (Sheraton-Fontenelle 
Hotel) 

Oklahoma Hospital Association—Novem- 
ber 6-7; Oklahoma City (Skirvin Ho- 
tel) 

(Continued on page 99) 
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Sufficient detergency to 
satisfy the Housekeeper, 
efficient disinfection 
to satisfy the Profes- 
sional Staff, lighter 
labor costs to satisfy 
the Administrator, and 
minimum costs of best 
supplies to satisfy you 
—- Tergisyl offers all. 


PURCHASING 
AGENT 


SURGICAL 
STAFF 


Best defense against 
spread of staph is 
careful attention to 
total environmental 
asepsis, including 
floors. With the 
Tergisyl method, effi- 
cient general disinfec- 
tion is simultaneous 
with routine cleaning. 


NO ADMITTANCE 


Keeping the 0.R. "clean" in 
every sense of the word is 


easier, quicker with the new 


Tergisyl technic. Efficient 
disinfection and dependable 


detergency are combined in one 


cleaning step to achieve 


environmental asepsis you can 
be proud of. Has no effect on 


conductivity. 
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Lehn & Fink's new weapon 
to combat cross infection 


For every 100,000 square feet 
of floor space in your hospi- 
tal now cleaned and then 
disinfected by man-and-mop- 

On Cases and-pail, you can save as much 


COMMITTEE 


INFECTION as 5 man days per week, or 
40 man hours, by adopting the 


one-step Tergisyl method. 


Better control of cross 
infection through simpli- 
fied procedures is 


Complete twice the work in 
half the time — and save 


possible with the money on both labor and 
one-step Tergisyl method materials. One-step 
of disinfecting and Tergisyl cleaning proce- 
cleaning. Reservoirs of dure — which includes 
staph, other common dependable disinfection — is 
pathogens, and TB bacilli quickly accepted, easier 
are destroyed routinely, to follow. 


efficiently with less effort. 


DETERGENT—DISINFECTANT 


Cuts labor cost 47% 


(by mop-and-pail method) 


Cuts labor cost 22% 


(by machine scrubbing-vacuum method) 


Cuts material cost 5% to10% 


(using either of above cleaning-disinfecting methods) 


For details of comparative time studies 
under actual hospital conditions— 
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Comparative time studies of Tergisyl vs. conventional method 
washing and disinfecting using mop-and-pail technics. One-step 
Tergisyl method reduced the man-time required by 47%. Actual time 
saved was approximately 25 minutes per 1,000 square feet of floor 
area—a labor saving of 125 man hours or 15 man days per week in a 


300-bed hospital. 


Comparative time studies of Tergisyl vs. conventional machine 
scrubbing vacuum pickup, and mop-and-pail application of disin- 
fectant. One-step Tergisy! method reduced the man-time required by 
22%. Actual time saved was approximately 23 minutes per 1,000 
square feet of floor area—a labor saving of 20 man hours or 24 man 
days each week in areas of heavy soil in a 300-bed hospital. 


Comparative cleaning and disinfecting efficiency of Tergisyl vs. 
conventional method. Subsequent inspection showed greater clean- 
ing ability for Tergisyl than the detergent previously judged accept- 
able by the hospital. “Before” and “after” bacteriological tests 
confirm germicidal efficiency of Tergisyl. 


Three years of research backed by over 


sixty years of experience have produced 


Tergisyl , detergent-disinfectant 


Since control of cross infection, especially from Staph, 
has become a major problem for hospitals, Lehn & 
Fink has felt an increasing responsibility to do every- 
thing possible to aid in this fight. Producing the most 
efficient disinfectants for hospital use has been our 
chief concern for many years. In addition, we have 
tried to supply these disinfectants in as practical and 
easy-to-use a form as possible so that the hospital 
could devote its attention to actual medical and surgi- 
cal care of the patient. 


Seriousness of the Staph problem has now made more 
adequate and dependable disinfection a necessary 
part of patient care. Development of Tergisyl, com- 
bining the comprehensive bactericidal, fungicidal, 
tuberculocidal efficiency you have come to expect of 
our products with sufficient detergency to clean even 
heavy soil satisfactorily, took many years of research. 
An independent research organization has confirmed 
our findings under actual hospital conditions.* But 
the most convincing test of Tergisyl’s labor-saving 
advantages is use in your own hospital. We hope you 
will try it. Why not write immediately for your free 
sample and literature? 

“Details of report available on request. 


For metered mixing of Tergisy! and water in the 
proper proportions directly from the faucet — 
Use the L& F ECONOMIX'™ PROPORTIONER 


No more mixing and measuring. 
With the press of a button, 

the right proportion of Tergisy! is 
automatically released with 

the cleaning water. A carefully 
designed, stainless steel 
attachment which saves time, 
assures efficient use dilution every 
time. Same faucet can still 

be used for clear water. 


Write for Tergisyl brochure and additional 


information about the convenient Economix. 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION DIVISION 


445 PARK AVENUE, NEW YORK 22,N Y, 
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Sidney Liswood, New Mount Sinai Hospital, Toronto 2, On 

Delbert L. Pugh, Columbus Hospital Federation, Columbus 3 ‘Ohio 

states Mary Vincent, R.N., St. Joseph's Hospital. Fort Worth 4, 

ex. 


Secretory: Hiram Sibley, 18 E. Division St., Chicago 10 


Council on Professional Practice 


Russell A. Nelson, M.D., chairman, Johns Hopkins Hospital. 

Baltimore 5 

T. Stewart Hamilton, M.D., vice chairman, Hartford Hospital. 

Hartford 15. Conn. 

Louis B. Blair, St. Luke’s Methodist Hospital, oom F Rapids, Iowa 

Lawrence J. Bradley, Genessee Hospital, Rochest Y. 

George E. Cartmill Jr. Hos ital, Detroit 

Lloyd H. Gaston, M.D.. uke ospital, New York 25 

Edna S. Lepper, R.N.. bassachusstin General Hospital. Boston 14 

John B. Neilson, M.D., Ontario Hospital Services Commission. 
Toronto, Ont. 

Leon C. Pullen Jr.. Decatur and Macon Ceunty Hospital. 


W. W. Stadel, M.D., San Diego County General Hospital. San 
Diego 3, Calif. 


Secretary: LeRoy E. Bates, M.D., 18 E. Division St., Chicago 10 


Council on Research and Education 

E. Dwight Barnett, M.D., chairman, Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

— D. Bonnet, M.D., vice chairman, Massachusetts Memorial 

ospitals Boston 18 

Brig. Gen. Elbert DeCoursey, MC, USA, Army Medical Service 
School, Fort Sam Houston. Tex. 

Nelson F. Evans, University Hospital, Little Rock. Ark. 

Celeste Kemler, Valley View Hospital. Ada, Okla. 

A. C. Kerlikowske, M.D., University Hospital. Ann Arbor, Mich. 

J. Dewey Lutes, Woonsocket Hospital, oonsocket, 

Harry M. Malm, Lutheran Hospital and Home hay Torrtng- 


ton Wy 
Williams. M.D., State of Georgia D 

gi epartment of Public 
Harold A. Zealley, Elyria Memorial Hospital, Elyria, Ohio 


Secretary: Daniel S. Schechter, 18 E. Division St.. Chicago 10 


Executive Staff 


Edwin L. Crosby. M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
LeRoy E. Bates, M.D., assistant director 
James E. Hague, assistant director 

Edmond J. Lanigan, assistant director 

Alan E. Treloar, Ph.D., assistant director 
John E. Sullivan, controller 
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‘THE NEEDLE THAT 
NEED NEVER BE 
TOUCHED 


PATENTS PENDING 


LUER LOCK disposable 
HYPODERMIC NEEDLES 


Another Roehr Service — The new, ready-to-use 
MONOJECT “200” needle. Sterile and non-pyrogenic, each 
lancet sharp needle is sealed in its own plastic container, 
color coded for gage identification. The protective 

sheath of the container is specially designed to aid 


in placing the needle on and removing the needle from 


NON- 
PYROGENIC 


either a Luer Lock or Lver Slip type syringe. Attach, 
use, remove and dispose without touching the needle... 
and the STERILE, NON-PYROGENIC MONOJECT 
200” COSTS ONLY 5 CENTS A NEEDLE. 
(slightly higher West of the Mississippi) 


Cate OUR REPRESENTATIVE—IF YOU DO NOT KNOW HIS NAME WRITE 
ROEHR PRODUCTS COMPANY, INC. + P.O. BOX 960 + DELAND, FLORIDA 


DISPOSABLE 


MADE IN U.S.A. 


PRODUCTS COMPANY, INC. 


WATERBURY, CONN. + DELAND, FLA. 


THE MANUFACTURERS oF 


THE NON-PYROGENIC, SURGICALLY CLEAN MEEDLES WITH ALUMINUM HUBS 
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This hospital saves $30,737 a year with their new 
highly-automated, American-equipped laundry. 


> Automatically controlled, labor-saving machinery proved the only answer to over taxed 
laundry facilities when Sutter Community Hospital, Sacramento, Calif., increased its 
capacity by 112 beds. } The investment in up-to-date laundry machinery has paid off 
handsomely. Besides increasing production from 32,000 to 40,000 Ibs. per week in the 
same floor space, 8 fewer employees are turning out better quality work than ever before. 
All this adds up to a whopping big annual savings of $30,737. ® Modern, labor-saving 
equipment could be a profitable investment for your hospital. That’s because your laun- 
dry is one of the few places in the hospital where machines can do the work instead of 
men. » Find out what an important difference today’s equipment can make in your laun- 
dry operation. For complete information, contact your nearby American Man from the 


Factory or mail coupon. 


Pushbutton controls, electric-powered hoist | 
and overhead conveyor speed work flow to and 


folding with this Super-Sylon Ironer and 
Trumatic Folder make it possible for only 
a small crew to beautifully finish 

23,000 Ibs. of linens each week. 


THE AMERICAN LAUNDRY MACHINERY COMPANY, CINCINNATI 12, OHIO 


Please send complete information on American’s modern, labor- | 
You get more from saving laundry equipment. ALM-561 | 
CARE OF 
ADDRESS 
merican | 
ZONE STATE 
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¢ 
. / from Notrux Extractor. This eliminates 
4 
Washing operation is automatically controlled 
from start through unloading with these Cascade » 
Unloading Washers equipped with Full Automatic 
Controls. Now, one man can do the work ty : = => High-production ironing and automatic 
of several and in much less time | 
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He’s convalescing, needs his sleep, can’t take anything by mouth. 
Gentle, dependable LUMINAL® sodium will put him 
to sleep quickly and assure a restful night. 


LUMINAL SODIUM 


is available in 


Luminal (brand of phenobarbital), 
trademork reg. U. S. Pat. Off. 


free flowing solution for parenteral administration 
in convenient sizes: 


Ampuls of 1 cc., 130 mg. (2 grains), and 2 cc., 
320 mg. (5 grains). 


Vials of 10 cc., 160 mg. (24 grains) per cc. 


Also in powder form in ampuls of 130 mg. (2 grains) 
and 320 mg. (5 grains). 


FOR ORAL USE 


Luminal Ovoids: 16 mg. (% grain) yellow, 32 mg. (% grain) 
light green, and 100 mg. (1% grains) dark green. 


Luminal Elixir: 20 mg. (% grain) per 5 cc. teaspoon. 
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introducing bis 


Symond R. Gottiieb believes doc- 
tors need to know and want to 
know a great deal more about 
hospital administrative affairs. He 
came to this conclusion after 
querying 262 staff physicians on 
their knowledge of medical staff 
organization, general administra- 
tion, personnel administration and 
financial management in two acute, 
general hospitals. The mechanics 
and results of his study are in- 
cluded in his article on page 34. 

Last year Mr. Gottlieb was ap- 
pointed assistant administrator of 
Children’s Hospital of Michigan, 
Detroit. He came to Detroit from 
Grand Rapids, Mich., where he 
served his administrative resi- 
dency under Ronald Yaw at Blod- 
gett Memorial Hospital. 

Mr. Gottlieb completed his un- 
dergraduate work and received his 
law degree from the University of 
Michigan. He was engaged in the 
practice of law for six years in 
Detroit before he decided to enter 
the hospital administrative field 
and enrolled in the University of 
Michigan’s program in hospital ad- 
ministration. He received his 
master’s degree in hospital ad- 
ministration in 1956 from the Uni- 
versity of Michigan School of Bus- 
iness Administration. 


H. Allan Barth and Thomas D. Grif- 
fiths describe an employee-centered 
hospital public relations program 
jointly sponsored by the Michigan 
Hospital Association and the Cleve- 
land Hospital Council (p. 39). Mr. 
Barth is executive director of 
MHA and Mr. Griffiths is execu- 
tive secretary of the Cleveland 
Hospital Council. 

Mr. Barth has been associated 
with the Michigan Hospital Asso- 
ciation for more than decade, hav- 
ing joined the association staff as 
its first full-time executive secre- 
tary following his discharge as a 
captain from the Army in 1946. 
During World War II he served as 
supply officer with the 229th Gen- 
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MR. BARTH MR. GRIFFITHS 


eral Hospital in Europe, Central 
America and the Far East. 

Prior to military service, Mr. 
Barth served as assistant superin- 
tendent of the University of Chi- 
cago Clinics in charge of Lying-in 
Hospital. He also served his ad- 
ministrative residency at the 
Clinics in fulfillment of his re- 
quirements for a master’s degree 


in hospital administration at the 
University of Chicago. 

Mr. Barth is a member of the 
board of directors of Tri-State 
Hospital Assembly. 

Next year Mr. Griffiths will have 
completed a decade of service at 
the Cleveland Hospital Council. 
He served as assistant executive 
secretary of the Council for five 
and one-half years before appoint- 
ment to his present post in 1954. 

Prior to joining the hospital 
field, Mr. Griffiths was engaged in 
the practice of public accounting 
for 10 years. 

He completed his undergradu- 
ate work in business administra- 
tion at Spencerian College, Cleve- 
land, and did postgraduate work 
at Western Reserve University and 
Fenn College, Cleveland. 


STERILIZATION 
TODAY but 
NOT TOMORROW 


Learn how to wrap your 
dressings loosely, how to 
pack them into the autoclave 
chamber properly and to 
watch all the gauges and in- 
struments during the sterili- 
zation. It will give you 
sterile dressings today. 


But tomorrow—someone else runs the autoclave. Will she be 
as careful as you are? ... Diack Controls are for people who 
know that sterilization is only as perfect as the person who 
runs the autoclave—that Diack Controls check that slip-up 
which is bound to occur; if not teday—then tomorrow. 


SMITH & UNDERWOOD 
ROYAL OAK, MICHIGAN 


Sole Manufacturers of Diack Controls and Inform Controls 
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News from the 
research 
laboratories 
of Huntington 


protects against contamination 


Wide margin of 
safety proved by 
test results” 


Killed aerobacter aerogenes at 
1:9 dilution 


Killed sa/monel/a typhosa at 
1:10 dilution 


Remained sterile even after 
five increments of sa/monel/la 
typhosa were added in succes- 
sion at 1:5 dilution 


Normal recommended dilution 
is 1:3 or 1:4 


* Testing done by: 
Hudson Laboratories, Inc. 
New York, New York 


See the Man Behind the Drum, 
your Huntington representative, for 
full details. | 


... Where research /eads to better products 


WITH HEXACHLOROPHENE 


Now transfer vessels, containers and dilution water need 
not be sterile... preservative highly active against many 
types of bacteria, including gram-negative microorganisms 


Germa-Medica with Hexachlorophene, the liquid surgical soap, now gives you 
additional protection against infectious bacteria. You still get all the protection 
Hexachlorophene provides for skin baths, plus the benefits of the new preserva- 
tive in controlling bacteria in water, transfer vessels and dispensers. 

Tests show the new preservative in Germa-Medica keeps bacterial contam- 
ination well within safe levels. Germa-Medica is shipped in a sterile condition. 
With the new preservative, funnels, pipes, dispensers and dilution water need not 
be sterilized. The only precaution is to see that equipment is visibly clean. 

Irritation tests* on Germa-Medica with the new preservative were also 
conducted on Penile and Ocular Mucosa of rabbits. No irritation to the Penile 
Mucosa was noticed from application of undiluted Germa-Medica. When diluted 
1:1 with water, Germa-Medica did not cause permanent corneal damage. 

Germa-Medica is just one of the many Huntington Antiseptic products that 
can help you maintain better aseptic procedures in your hospital. 


HUNTINGTON LABORATORIES 


INCORPORATED 
Huntington, Indiana « Philadelphia 35, Pennsylvania « Toronto 2, Ontario 
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equipment yours, economically 


Whatever your requirement—practical beauty 
in hospital equipment or distinctive ideas in 
decorator fabrics and colors — Will Ross, Inc. 
will answer your needs handsomely. From 
lobby to patient rooms, surgery to staff offices, 
Will Ross, Inc. performs every function of 
planning, furnishing, and decorating your 
hospital — swiftly, economically, and well. 


Write NOW for more complete information. 


; « $ 


contrag pment installation 


General C 
Atlanta 3, Georgi 


MANUFACTURERS 
SANATORIUM EQU T AND SUPPLIES SINCE 1914 
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Bee YOU AT THE A.H.A. CONVENTION... 


New Hard ElectroMatic Bed 1496PG 


BETTER COUNT ON YOUR 
PULSE GOING UP WHEN YOU SEE THE 
NEW AUTOMATION EQUIPMENT AT 


HARD'S EXHIBIT 


= NM 365 » 


Hospital Products 


HARD ManuFACTURING are built for: 
COMPANY Patient Comfort and Safety 
« Nursing Convenience 
Less Maintenance 
117 TONAWANDA STREET 


Life-Long Service 
7, NEW VORK 
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| ages? of NEWS 


e BLUE CROSS MEMBERSHIP DROPS FOR FIRST TIME IN NEARLY 20 YEARS—Member- 
ship in the Blue Cross Plans of the United States and Canada showed a 
net drop of 139,468 members for the first quarter of this year, the Blue 
Cross Commission reported. This was the first quarterly loss since 1939. 
Despite the membership loss, the number of days of hospitalization per 


1000 members rose more than 5 
per cent. (Details p. 88.) 

Also during the quarter, the 
Commission reported, an all-time 
high of more than $346,000,000 was 
expended for hospitalization costs 
by Blue Cross Plans. (Details p. 
89.) 


REPORT FROM W ASHINGTON—A 
compromise of $186.2 million for 


the Hill-Burton hospital construc- 


tion program for fiscal 1960 has 
been reached by a joint House- 
Senate conference committee. The 
Senate had recommended an ap- 
propriation of $211.2 million and 
the House had recommended 
$121.2 million. The compromise 
measure must now be voted on by 
the full House and Senate. (De- 
tails p. 84.) 

@ Testimony for the American 
Hospital Association was given be- 
fore congressional committees 
seeking information on four issues 
of importance to hospitals. 

{Ray E. Brown was AHA 
spokesman at a Senate Subcom- 
mittee on Department of Defense 
Appropriations hearing on “medi- 
care.” AHA asked that civilian 
dependents under “medicare” be 
permitted to make full use of the 
civilian health services that are 
available. (Details p. 84.) 

{ Dr. T. Stewart Hamilton was 
AHA spokesman before the House 
Banking and Currency Subcom- 
mittee hearing testimony concern- 
ing housing for interns and stu- 
dent nurses. The subcommittee is 
also gathering testimony on a bill 
which would establish a federal 
mortgage insurance program for 
construction and renovation of 
nursing homes. AHA asked that 
the college housing program be 
expanded, but stated that certain 
aspects of the nursing home meas- 
ure would be opposed by the As- 
sociation. (Details p. 86.) 

"Dr. Martin R. Steinberg was 
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AHA spokesman before the House 
Veterans Affairs Committee hear- 
ing testimony concerning hospi- 
talization of veterans in VA hos- 
pitals. AHA recommended that the 
federal government take full care 
of veterans with service-connected 
disabilities, but that the federal 
government not be responsible for 
nonservice-connected cases. (De- 
tails p. 87.) 

@® The Senate Armed Services 
Committee has approved legisla- 
tion, passed by the House a year 
ago, to expand federal financial 
assistance to the states and local 
communities for civil defense. The 
bill would provide authorization 
for: 

(1) $300,000 annually, on a 50- 
50 matching basis, to help pay 
travel and expense costs of stu- 
dents attending civil defense 
schools. Presently the federal gov- 
ernment pays the total cost of this 
phase of the civil defense program 
under a $100,000 annual limit. 

(2) Yearly grant of $35 million 
worth of radiological equipment 
and radioactivity detection de- 
vices. 

(3) Fifty-fifty matching appro- 
priation of $35 million annually 
for personnel and administrative 
expenses for civil defense. 

(4) $2 million in matching funds 
for civil defense personnel equip- 
ment, including uniforms. 

The Senate committee added a 
provision for a five-year limit on 
such federal aid. 

® Dr. W. W. Stadel, director of 
the San Diego (Calif.) County 
Department of Medical Institu- 
tions, has been appointed to the 


Worth Quoting 


board of regents of the National 
Library of Medicine. 


METROPOLITAN HOSPITAL COUNCIL 
ACTIVITIES SURVEYED—-Twenty full- 
time metropolitan hospital coun- 
cils, with 833 member hospitals, 
were recently surveyed by the 
Hospital Council of Philadelphia 
to learn about their activities and 
procedures. (Detaiis p. 90.) 


p> PHS SCHEDULES CONFERENCE ON 
STAPHYLOCOCCAL DISEASE—A con- 
ference on staphylococcal disease 
will’ be held Sept. 15-17 at the 
Communicable Disease Center of 
the Public Health Service, At- 
lanta, PHS announced. The con- 
ference, recommended by AHA, 
will be attended by representa- 
tives of 40 hospital, medical, and 
other professional organizations. 

Main purpose of the conference 
is to identify control measures 
which can be established in hos- 
pitals and communities to deal 
with infections resistant to peni- 
cillin and other antibiotic drugs. 


’ INFANTILE PARALYSIS ORGANIZATION 
EXPANDS PROGRAM, CHANGES NAME— 
The National Foundation for In- 
fantile Paralysis has announced 
that it is expanding its field of 
activity into other areas of dis- 
ease and that it has changed its 
name to the National Foundation. 

Basil O’Connor, foundation 
president, stated that the fight 
against poliomyelitis would be 
continued along with its virus re- 
search program and investigations 
of disorders of the central nervous 
system. Research and patient aid 
in arthritis and birth defects (con- 
genital malformations) will be 
added to the foundation’s program. 

Mr. O’Connor stated: “This is 
our concept of the future: the de- 
velopment of an organized volun- 
tary force in the fields of medical 


ee 


Warner Corp. 


. «+» The most valuable executive is one who is training somebody 


to be a better man than he is . . .”——R. C. Ingersoll, president, Borg- 
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research, patient care and profes- 
sional education, flexible enough 
to meet new health problems as 
they arise, with specific goals ini- 
tially. The heart of the new pro- 
gram is research. . .” 


> OSTEOPATHS REVISE CONSTITUTION— 
In a revision of its constitution the 
American Osteopathic Association 
has removed the name of Dr. An- 
drew Taylor Still, the founder of 
osteopathy, from its statement of 
objectives. 

As amended the constitution 


states that the objectives of AOA 
“shall be to promote the public 
health, to encourage scientific re- 
search, and to maintain and im- 
prove high standards of medical 
education in osteopathic colleges.” 

Sponsors of the change stated 
that the revision was a “desirable 
modernization to reflect the 
changes in today’s health care.” 
Dr. Carl E. Morrison, AOA im- 
mediate past president, said the 
revision should not be regarded 
as a change in association policy. 

The sentence which was re- 


STAINLESS STEEL 
DRESSING JARS 
Made of heavy gauge, highly polished 
stainless steel with snug covers. 
Offered in a full range of seven sizes to 
accommodate dressings of all types. 


WRITE for FREE Vollrath 
Hospital Ware Booklet 


ollrath 


STAINLESS STEEL 


APPLICATOR JAR 


Snugly-covered jar for applicators and depres- 
sors. Made of heavy gauge, long-life unbreak- 
able stainless steel with gleaming bright, highly 
polished finish. Diameter 34% inches. Overall 
height 6% inches. Handy to use, easy to clean 
and keep clean. 

Sanitary clinical jars for every need are typical 
of Volirath's service to the medical profession 
—supplying clinical utensils of the highest 
quality. 


7 SIZES 
Number Capacity 
8800% “at. 
8801 1 qt. 
8802 2% at. 
8803 3 at. 
8804 
8806 6 qt. 
8808 8 qt. 


SHEBOYGAN, WISCONSIN 


C> THE VOLLRATH COMPANY 


Sales offices and show rooms: New York « Chicago « Los Angeles 


See our display, American Hospital Association Convention 
Booth 534, International Amphitheater, Chicago, August 18-21, 1958. 


moved stated that “the evolution 
of the osteopathic principles shall 
be an ever-growing tribute to 
Andrew Taylor Still, whose origi- 
nal researches made possible oste- 
opathy as a science.” 

Dr. George W. Northup, presi- 

dent of AOA, which held its 62nd 
annual convention in Washington 
July 14-18, said that “staff ap- 
pointments to taxed and volun- 
tarily public-supported hospitals 
should be possible for all fully 
licensed physicians and surgeons, 
regardless of their academic de- 
gree. 
“Osteopathic colleges and hos- 
pitals,” he continued, “should re- 
ceive equal consideration from 
philanthropic sources as do all 
other comparable medical institu- 
tions. To deny the osteopathic pro- 
fession these rights to which they 
are educationally and legally en- 
titled is to deny the public as 
well.” 

Dr. Northup, from Morris- 
town, N.J., said that the osteo- 
path’s responsibility to the public 
is to “continue to develop our 
contribution to medical progress. 
Complete organizational control of 
medicine is just as dangerous as 
complete governmental control of 
medicine. The future development 
of all the healing arts professions 
will be enhanced by mutual un- 
derstanding and cooperation, 
rather than by domination. We 
seek neither to dominate nor to 
be dominated.” 

However, he cautioned, osteo- 
paths should not confuse a desire 
for political separation with un- 
willingness to cooperate with other 
health groups. 

In an interview prior to the 
convention, Dr. Morrison, St. 
Cloud, Minn., osteopath, said that 
“as one of the two complete schools 
of ‘medicine, the osteopathic pro- 
fession believes it has the obliga- 
tion to train more physicians. The 
profession has supported its six 
medical schools for the past 60 
years with only small contribu- 
tions from government or private 
sources.” 

He said federal grants for sup- 
port of research facilities, con- 
struction of teaching buildings, 
and to help raise faculty salaries 
would be welcomed. (Also see re- 
port on “medicare” in Washington 
Report, p. 84.) 


HOSPITALS, J.A.H.A. 


t 


| 
| 
| 
_V | | 
| 
| | 
| 
| 
| No. 8870 
=r 
| 
| 
18 


Rac 


_— Asterility test is performed on each sterilizing 

load. Absence of positive cultures verifies 
the sterility of the load. You are assured by 
this meticulous quality control procedure that 
the product is delivered to you sterile. 
Patient-Ready Dressings stay sterile until you 


cuaranteed 
sterile 
Patient-Ready dressings 


ACHIEVED through research 
PACKAGED by modern equipment 
STERILIZED with advanced techni 
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SURGIPAD® Combine Dressing 
(All-Absorbent) 


Exclusive new SOF NET fabric covering that is actually 
softer than gauze -- completely eliminates loose threads 
and annoying raw edges. 
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THE MOST TRUSTED NAME IN STERILE SURGICAL DRESSINGS 
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service from headquarters 


Hospital coloring books Health, Education, and Welfare. 
You may contact your regional 


We are interested in using coloring office or the Washington office, 
books with pictures of people and ob- = +. address of which is Division 


jects associated with hospitals in our 
pediatric clinic. Please send us any in- 
formation that you might have about 
source and cost of such material. 


A new coloring book featuring 
a nationaly known cartoon charac- 
ter was recently developed by 
Children’s Hospital of Buffalo, N.Y. 
An article on the book and some 
of the drawings are included on 
pages 23-24 of this issue. 

A color booklet designed to help 
children cope with the first ex- 
perience with a hospital is called 
“Going to the Hospital.” It is 
published by the Children’s Hos- 
pital of the East Bay, Oakland, 
Calif. An article about this book- 
let was published in the March 
1952 issue of: Modern Hospital. 

Other coloring books are availa- 
ble from the following sources: 
Public Relations Department, 
Children’s Memorial Hospital, Chi- 
cago; Women’s Auxiliary, New 
Britain (Conn.) General Hospital. 

An article about a hospital game 
was published in the Dec. 16, 1957, 
issue of MOSPITALS, J.A.H.A. 

—HELEN YAST 


Geriatric facilities design 


Do you have any information on 
the design of geriatric hospitals, or 
could you tell us where to obtain such 
information? 


A hospital for geriatric patients 
is similar in many respects to a 
hospital for the chronically ill. 
Therefore, a design for one will 
be helpful in designing the other. 
On the other side of the picture 
are the homes for the aged which 
range all the way from revamped 
residences to very elaborate re- 
sort-hotel types. These may or 
may not be located on the grounds 
of a general hospital. 

One of the best sources of in- 
formation on the design of facili- 
ties of this type is the Public 
Health Service, Department. of 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems ore advised to consult their own attorneys. 
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of Hospital and Medical Facilities, 
Public Health Service, Depart- 
ment of Health, Education, and 
Welfare, Washington 25, D.C. 
Hospitals of the chronic disease 
and convalescent type are listed in 


the August 1 issue of HOSPITALS, 
J.A.H.A., Part 2. You may wish to 
contact the hospital of this type 
nearest you for further informa- 
tion.—G. A. WEIDEMIER 


Smaller hospital accounting 


In a conversation with a hospital 
consultant, he advised that the Ameri- 
can Hospital Association was formulat- 


THE NEWEST 


WHEELED EQUIPMENT! 


GENDRON INVALID’S COMMODE CHAIRS 


Model 885 is specially 
designed to fit over a 
standard toilet bow. 


MODEL 885 


Designed for greater comfort and mobility these 
two Gendren Commode Chairs are the newest, 
most versatile on the market today. Both models 
have fully chrome plated metal parts . . . removable 
arms ... hinged seat and back of Veneer covered 
with Versilan ... five inch ball bearing swivel 
casters as standard equipment. Model 885 fits over 
a standard toilet bowl—Model 886 is fitted with a 
removable standard bed pan with spring bracket. 
Both can be fitted with step plates or wheel brakes 
as aceessories. See your Dealer or write direct for 
complete information. 


Vhed 


PERRYSBURG, OHIO 
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ing a simplified form of accounting 
for use in smaller hospitals. Is this 
plan now available? 


You are probably referring to 
Section 2 of the Association’s 
Handbook on Accounting, Statis- 
tics and Business Office Procedures, 
“Bookkeeping Procedures and Bus- 
iness Practices for Small Hospi- 
tals.” 

Briefly, this section is especially 
designed for hospitals of up to 100 
beds, although it could also be 
useful to the larger hospital. Pri- 
marily, Section 2 deals with charts 


of accounts, accounts payable and 
receivable, cash receipts and bank- 
ing practices, payroll, inventory 
control, financial reports, credit 
and collections, purchasing and 
statistics. The chart of accounts 
contained in this book is similar 
to the one contained in Section 1 
of the handbook, but has been 
modified to the need of the smaller 
hospital. 

Section 2 was published by the 
AHA in 1956 and copies were sent 
to member hospitals as a mem- 
bership service. However, if you 
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NOW! 


ABSOLUTE 


COST CONTROL 


FOR POT, PAN AND 
HAND DISHWASHING 


when you use 


DuBOIS’ NEW 


LIQUID CONCENTRATE 


AND FOAMALATOR 


® DuFOME gives absolute cost control when 
used with Foamalator. It's highly concen- 
trated— you use so little. 


® DuFOME is push button controlled by the 
Foamalator. Saves waste by proportioning 
DuFOME in a fixed amount. 


@© DuFOME is gentle to the hands. 
® DuFOME wets quickly and rinses easily. 


® DuFOME gives luxuriant foaming action. 
DuFOME is manufactured and distributed by DuBois, 


makers of K-O-L dishwashing compounds, Viz-a-trol 
electric dispenser, Rins-a-trol automatic rinse injector 


and Dri-It rinse additive. 


THE 


Other Plants: Los Angeles 


Co., INC. 


1120 W. Front Street 
Cincinnati 3, Ohio 


Dallas E. Rutherford, N. J. 


would like a copy, it can be 
ordered from headquarters at $4 
per copy.—ELToNnN TEKOLSTE 


POSDCORB 


In my reading on executive de- 
velopment, I've come across the term 
“POSDCORB”’, attributed to Luther 
Gulick. Can you give me an explana- 
tion or definition, or refer me to the 
source of this term? 


The source of the definition of 
POSDCORB is Papers on the Sci- 
ence of Administration, edited by 
Luther Gulick and L. Urwick. 
“Notes on the Theory of Organiza- 
tion,” page 13. New York, Institute 
of Public Administration, 1937. 

The following explanation of 
the term is taken from this source: 

POSDCORB is a made-up word 
designed to call attention to the 
various functional elements of the 
work of a chief executive because 
‘administration’ and ‘management’ 
have lost all specific content. 
POSDCORB is made up of the 
initials and stands for the follow- 
ing activities: 

Planning, that is working out in 
broad outline the things that need 
to be done and the methods for 
doing .them to accomplish the pur- 
pose set for the enterprise; 

Organizing, that is the establish- 
ment of the formal structure of 
authority through which work 
subdivisions are arranged, defined 
and coordinated for the defined 
objective; 

Staffing, that is the whole per- 
sonnel function of bringing in and 
training the staff and maintaining 
favorable conditions of work: 

Directing, that is the continuous 
task of making decisions and em- 
bodying them in specific and gen- 
eral orders and instructions and 
serving as the leader of the en- 
terprise; 

Coordinating, that is the all 
important duty of interrelating 
the various parts of the work; 

Reporting, that is keeping those 
to whom the executive is responsi- 
ble informed as to what is going 
on, which thus includes keeping 
himself and his subordinates in- 
formed through records, research 
and inspection: 

Budgeting, with all that goes 
with budgeting in the form of 
fiscal planning, accounting and 
control. 

—HELEN YAST 
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Roto-Matic for sleeves, 
yokes, collars, pent 
teppings, small pieces, 


EACH OPERATOR, WITH LESS EFFORT...MORE THAN DOUBLES HOURLY OUTPUT! 


Put automation into your laundry today with the rev- 
olutionary UNIPRESS ROTO-MATIC. This skill- 
fully engineered, single operator unit has all the auto- 
matic features necessary to give you unsurpassed gar- 
ment finishing both in quality and production in less 
floor space and with less labor. ROTO-MATIC consists 
of a revolving table mounted with multiples of the same 
press. As ROTO-MATIC automatically rotates at a 
given speed, the highly chromed heads of the presses 
automatically close and open in synchronized action 
allowing the operator to make the lays effortlessly while 


Be sure to see UNIPRESS ROTO-MATICS.. 
THERE'S A LOCAL UNIPRESS DISTRIBUTOR TO SERVE YOU 


Ro OTO-MATIC® INSTALLATION AT 


Automation for Hospital Laundries 


is here TODAY with the 


There are UNIPRESS Roto-Matic as well 
as UNIPRESS Stationary Presses to meet 
every hospital laundry pressing need. ‘Take 
advantage of the UNIPRESS Planning 
Service. Mail coupon today. 


THE UNIPRESS COMPANY 


2810 (B) Lyndale Avenue So., Minneapolis, Minn. 


sor { ) Send information about UNIPRESS PRESSES for 
(type of pressing) 
FINER 
FINISHING 
FASTER 
Address... 


UNIPRESS 


remaining in one position. The work is carried to her 
continually at a rate controlled by the machine. 


ROTO-MATIC is a UNIPRESS exclusive and a time- 
tried success. Hospitals all over the country tell us 
how ROTO-MATICS help them to eliminate unneces- 
sary handling and steps, to conserve valuable floor space 
and to reduce labor and operating costs. Names avail- 
able on request. Investigate UNIPRESS ROTO- 
MATICS for your laundry today. UNIPRESS 
LEADERSHIP PUTS YOU YEARS AHEAD, 


. they pay for themselves out of direct savings! 


THE UNIPRESS COMPANY 

2810 (8) Lyndale Avenve So., Minneapolis, Minn. 

{ ) Please send information and literature on the UNIPRESS 
ROTO-MATICS. 


SEE THIS UNIT IN OPERATION BOOTH 395 AT THE 
AMERICAN HOSPITAL ASSOCIATION CONVENTION 
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and ideas 


CARTOON CHARACTER 
JOINS HOSPITAL STAFF 


by ALBERT R. SARGENT 


YOSRPITAL 


THE SOSPITAL HENRY PLATED WITH THE TOTS THE TOT CART WHILE MOTHER TOLD 4 LADY ABOUT 


TONSILS. THEM A GIRL PUT BARD HIS WRIST TOOK HENRY AND HIS MOTHER TO THE 

& RECENT years there has been coloring books or comic books ex- preparing the child for admission 
a trend toward preparing chil- plaining hospitalization; others to the hospital. 

dren for hospitalization. Some have prepared books for parents At Children’s Hospital of Buf- 
children’s hospitals have developed explaining the do’s and don’t’s in falo, N.Y., we recently combined 
aan a these two approaches and de- 
| veloped a coloring book, explain- 
24 o.. ing in picture and story, the rou- 
tines of admission for removal of 


tonsils and adenoids. The coloring 
book format was chosen because it 
would enable the child to project 
himself into the story. 

It was decided that the simplest 


— area to start with was the ear, 
nose and throat department, spe- 


cifically T & A’s. Children’s Hospi- 


tal, moreover, maintains a large 
TF & A unit. Last year more than 


3000 T & A’s were performed at 
the hospital. 
ely Our next problem was to de- 


. termine whether the hospital 
should devise its own character 


Albert R. Sargent is assistant director 
of Children’s Hospital of Buffalo, N.Y 
. The sketches included with this article are 
THE BURST GAVE HIM A GOWN WITH BRIGHT CIRCUS DESIGNS OF IT, TOOK HIS TEMPERATURE AND WEIGHED HIM. SHE reproduced with the permission of King 


ALSO GAVE HIM A SHOT IN THE ARM ~ MEDICINE TO MAKE WIM SLEEPY WHILE THE SUN WAS SHINING. Features Syndicate. 
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for the coloring books or get per- 
mission to use a known children’s 
character. It was decided that a 
known figure would be more 
familiar and would require less 


personality development. Conse- 
quently, King Features Syndicate 
was approached for permission to 
use Carl Anderson’s “Henry”. 
Permission was received as well 
as the rights to reproduce the 
original sketches. Children’s Hos- 
pital was invited to provide draw- 
ings showing the characters as it 
desired them. The drawings were 
done immediately, based upon the 
actual step-by-step procedures a 
patient for T & A followed through- 
out the hospital. The completed 
sketches were then submitted to 
the hospital staff for its approval. 
The story was written in the 
simplest terms for those children 
who could read. The foreward, 
titled “For Parents’’, was intended 
to alleviate parental anxiety and 
to give the parent what the hospi- 
tal felt was the psychological ap- 
proach to explaining what would 


PAGE 7 


happen to their child. The parents 
are requested to read the story to 
their child several times before 
giving the book to him to color. 

The hospital’s intention is that 
the child will project himself into 
the story and retain some memory 
of scenes so that when they are 
repeated in real life, his familiarity 
will allay his fears. It is impor- 
tant, therefore, that the pictures 
in the book represent the actual 
experiences the child would have 
during his hospital stay. As the 
child colors or paints the pictures 
in the book, a pattern is estab- 
lished, which, if broken, will de- 
velop the fear that something has 
gone wrong. If this fear is estab- 
lished, all value of prior prepara- 
tion is destroyed. 

After general approval had been 
given by the psychiatric staff, the 
ear, nose and throat service and 
the department of pediatrics at 
Children’s Hospital, the book was 
sent to the printer. Since this was 
the first book of its type in this 
area, it was decided to present as 


THE DEEPLY. STARTER TO 
THE MOOK. THE DOCTOR WAS THE PULOT AnD THE 
& MASK. TOO! WET AS HENRY WAS ABOUT TO 
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finished a product as possible with- 
in budget allocations. Heavy vel- 
lum paper was selected to allow 
the use of water colors as well as 
crayons. The cost of production 
averaged 23 cents per copy. 

These books are distributed from 
the doctors’ offices at no charge to 
the patient. The doctors reimburse 
the hospital at a rate of 50 per cent 
of the cost of production for the 
books that they distribute. The 
hospital felt that the beneficial ef- 
fects and the excellent public re- 
lations afforded by the book would 
offset its portion of the cost. 

The day after an article on 
“Henry” appeared in the _ local 
paper, 30 requests for the book 
were made by parents of children 
who had arrived that day for ton- 
sillectomies. Other parents wrote 
for copies, too. 

With the success of this book, 
the hospital hopes to establish a 
complete series covering ortho- 
pedics, general surgery, general 
medicine, and other specialties 
which require hospitalization a 
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THE LITTLE CART, THE DREAM, THE SORENESS. TH 
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Win WAS PUT On AnOTH A PUT An 
MORSE GAVE A RIDE A LITTLE CART TO THE ELEVATOR. HIS MOTHER WAVED GOOD-STE AT THE PILOTS WEAR AND ASKED TO COUNT AS HIGH AS HE COWL 
CLEVATOR. HE RODE TO A BIG GREEN ROOM FULL OF SHINY LIGHTS AND EVERYONE in THE ROOM WAS DRESSED SUT SUDDENLY HE WAS RIDING A ROCKET. SWOOTING BOWE On 
GREEN AND WORT MASKS. SURSE WAS THE STEWARDESS. HENRY BOTICED THE MOOH WORE 
Ou Tet 
- PAGE 9? PAGE 11 
| | — | fon | 
i= WORE UP. HE WAS x iM MIS BED WITH HIS MOTHER SMILING AT HIM. HIS THROAT FELT SORE WHERE WIS TONSILS 
SAD SEEK. A HURST BROUGHT WIM SOME ICE WATER, THEN SOME GINGER ALE AND THEN SOME ICE TEA. HENRY DRANK 
THE WATER, THE GINGER ALE AND THE TEA BECAUSE THE NURSE SAID IT WOULD HELP THE SORENESS GO AWAY. THEN zu 
BROUGHT HIM SOME /TLLO. 


Your hospital—no matter 
what its size—can afford 


a radioisotope program! 


Now your hospital can offer your 


, 
doctors and patients the most 
modern diagnostic and therapeutic f 
center—the radioisotope labora- 


tory. Facilities and equipment re- 
e quired for the average well-equipped 
‘ radioisotope suite are much less ex- 


tensive and expensive than gener- 
ally supposed. A minimal installation 
is usually adequate to establish a 
profitable program. | 
Nuclear-Chicago offers equip- 
ment designed for those who wish 
. to institute a radioisotope program 


Ee in a very limited way and gradually 
expand as the need arises, An in- 
itial counting system for thyroid 
uptake and other studies is mex- é< 
pensive, requires no special mistal- 
lation, hood, plumbing or electrical 
fixtures, and can be readily imcor- oe 
porated into a complete radioisotope a 
center. And any M.D. on your staff 


can supervise the program— AEC 
; requirements are easily met by any { 
3 licensed physician. 
Even the smallest hospital can ' 
e offer this up-to-date service, gain 
the prestige that brings doctors and 


This Nuclear-Chicago system for thyroid uptake measurements 
consists of a scintillation detector, scaler, timer, and stand—can be oq 
easily expanded for kidney and liver function studies or cardiac out- i 


patients to you. For complete de- 
tails, fill in and mail the coupon. 


put mea m costs less than $1650.00 complete. *s 
NUCLEAR-CHICAGO CORPORATION 
265 West Erie Street Nig 
Chicago 10, Ilinois 


| am interested in radioactivity instrumentation for hospitals and 

details on meeting AEC requirements. Please send me your com- ae 
plete catalog and price list and information on the following radio- oe 
isotope procedures: 


1 Evaluation of thyroid 
function 
r— Evaluation of kidney 
... function 


’ Measurement of red cell mass 
| and survival 

» Blood and plasma volume 
| measurements 


r— Estimation of cardiac ) Diagnosis of pernicious 
output — anemia 
Evaluation of liver Measurement of fat digestion 
Same scaler shown above is used here with a Nuclear-Chicago NAME eS 
well counter. This simple two-piece laboratory con- 
a tains all the necessary equipment for counting low level radio- ADDRESS ° 
CITY ZONE STATE 


Pee 


HOSPITAL 


Raduuwolopes are creating new frontiers medicine 


nuclear - chicago 


265 WEST ERIE STREET + CHICAGO 10, ILLINOIS 
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“In” patients 


become 


HOSPITAL) 


“Going-out” patients...sooner 


with GAN TRISIN 


The treatment period is shortened and 
patients get back in stride sooner with 
Gantrisin, the dependable wide-spec- 
trum sulfonamide. Beds become va- 
cant faster in urological, medical and 
surgical wards. 


Gantrisin is highly soluble and well 


Roche Laboratories 
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Division of Hoffmann-La Roche inc . 


tolerated without forced fluids or 
alkalis. 

For any of the oral, parenteral and 
topical forms of Gantrisin, order di- 
rect from Roche through our special 
hospital price program. 


Gantrisin®— brand of sulfisoxazole ROCHE 


® 
Nutley N. J. 
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THE AMERICAN HOSPITAL AS 


editorial notes 


—foreign medical graduates 


This issue of our Journal car- 
ries two statements concerning 
foreign medical graduates (page 
93). In view of the extensive use 
by hospitals of foreign medical 
graduates in house staff positions, 
these are both of extreme impor- 
tance to all hospitals. 

The first statement is an action 
by the National Intern Matching 
Program. The board of NIMP has 
voted that “Graduates of foreign 
medical schools wishing to enroll 
in the 1959-60 matching program 
must be certified by the Educa- 
tional Council for Foreign Medical 
Graduates. Hospitals enrolled in 
the National Intern Matching Pro- 
gram are not to offer internship 
appointments to nonparticipating 
foreign medical school graduates 
until after the matching program 
results are announced on March 
16, 1959.” 

The Educational Council for 
Foreign Medical Graduates has 
been explained in this Journal and 
in other ways. Further information 
concerning the program can be 
obtained by writing to Dr. Dean 
F. Smiley, executive director, Edu- 
cational Council for Foreign Medi- 
cal Graduates, Orrington Hotel, 
1710 Orrington Avenue, Evanston, 
Illinois. 

The other statement on this sub- 
ject published in this issue of the 
Journal is entitled “The Present 
and Future Status of Foreign Medi- 
cal School Credentials in the United 
States,” authorized and published 
by the Council on Medical Educa- 
tion and Hospitals of the American 
Medical Association. This contains 
a discussion of the Educational 
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Council for Foreign Medical Grad- 
uates. It contains a statement also 
that “Regardless of the date of 
appointment, it is expected that 
all graduates of foreign medical 
schools serving as interns or resi- 
dents in U.S. hospitals as of July 
1, 1960 will have been certified by 
ECFMG.” 

The policy of the American Hos- 
pital Association is also stated and 
this is that “It is expected that all 
graduates of foreign medical] 
schools serving as interns or resi- 
dents in U.S. hospitals as of July 
1, 1960 will have been certified by 


OFFICIALS NOTES 


Actions taken by the Board of 
Trustees of the American Hospital As- 
sociation at its meetings in Chicago, 
May 12-13, are reported in this issue 
in the Association Section on page 46. 


ECFMG. The American Hospital 
Association will take this into con- 
sideration when approving hospi- 
tals for listing.” 

This program is designed to as- 
sure those who go to our hospitals 
for care that the physicians in- 
volved in such patient care situa- 
tions will meet certain minimum 
qualifications covering their cre- 
dentials, their knowledge of Eng- 
lish, and their knowledge of medi- 
cine. 


—surveying the medical staff 


How much do physicians know 
about hospital problems? On page 
33, Symond R. Gottlieb reports on 
a survey aimed at answering this 
question. 

The survey covers 262 staff phy- 


sicians at two hospitals. Although 
the results are not conclusive, they 
do indicate that, at least among 
those doctors surveyed, there is a 
desire and perhaps a need for more 
knowledge of internal hospital af- 
fairs, 

In his article, Mr. Gottlieb em- 
phasizes that his study was con- 
cerned with how much physicians 
know about hospital problems as 
opposed to how much they should 
know. The study, he writes, “was 
based upon the assumption that 
doctors should have a broad knowl- 
edge of hospital administration af- 
fairs because of the role they are 
expected to play in hospital af- 
fairs.” He suggests, and -we think 
soundly, that this assumption 
might well be tested by a study 
designed to answer a still more 
basic question: how much should 
physicians know about the internal 
operation of the hospitals in which 
they work? 


—I958 Guide Issue 


This number of the Journal is 
the annual Guide Issue. Part 2 
provides a compilation of health 
field information virtually unob- 
tainable elsewhere. Suggestions for 
utilizing this information appear 
in the introduction, beginning on 
page 5 of Part 2. 

The data in this year’s Guide 
Issue were tabulated for the first 
time with the help of the Associa- 
tion’s data processing equipment. 
This equipment has helped the 
AHA simplify and at the same 
time expand its statistical pro- 
gram. It should prove even more 
valuable as new applications for 
its use are developed. 
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THE RESPONSIBILITY 


OF HOSPITALS 


Hospitals, states the author, have 
complained about nursing shortages 
but have expected nursing organiza- 
tions to solve such problems. He con- 
tends that it is hospitals’ responsibility 
to participate actively in the study of 
problems of nursing service and pro- 
poses a program through which this 
can be done. 


by IS VERY difficult to define ob- 
jectively the many problems 
facing hospitals today. It is even 
more difficult to compare these 
problems on the bases of magni- 
tude, importance or potential de- 
velopment. A situation which may 
occupy the days (and sleepless 
nights) of one administrator, and 
which will be of paramount im- 
portance to one hospital, may be 
solved by, or represent only a 
minor problem ‘to, its neighbor. 
Problems such as the hospital- 


Albert W. Snoke, M.D., is director, 
Grace-New Haven Community Hospital, 
New Haven, Conn., and immediate past 
president, American Hospital Association. 


FOR NURSING SERVICE 


by ALBERT W. SNOKE, M.D. 


physician relationship, improve- 
ment of quality of medical care, 
rapidly increasing costs of hospi- 
tal care, financing of capital ex- 
pansion, organization and financ- 
ing of hospital and medical care, 
and the future role of the hospital 
in the community health program 
are all extremely important and 
deserve the attention of the best 
minds in our collective health 
fields. 


ONE ROOT TO ALL PROBLEMS 


The successful solution of any 
or all of these problems—as well 
as problems of expansion of hos- 
pital and medical care facilities, 
opening new hospital divisions 
(including psychiatric and 
chronic facilities) in the orbit of 
general hospitals, and extending 
ambulatory, outpatient, home care 
and public health nursing activi- 
ties—is dependent upon one fac-— 
tor: The provision of sufficient 
and increasing numbers of quali- 
fied nursing personnel, 
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The very public relations of 
hospitals is dependent upon ade- 
quate nursing personnel. Bro- 
chures, speeches, advertisements, 
etc., are not worth the paper they 
are written on to a hospital if 
there are not sufficient numbers of 
nurses and aides to give the pa- 
tient proper care. Therefore, the 
quantity and quality of nursing 
personnel, as well as their pro- 
curement, distribution, and edu- 
cation today and in the future is 
of utmost importance to hospitals, 
public health agencies and to the 
country itself. These problems 
should be given high priority for 
study by all groups concerned 
the nation’s health. 


OTHER NEEDS FOR NURSES 


The nursing situation is not just 
a hospital problem. There are im- 
portant and compelling needs for 
nurses in public health, schools, 
industry, armed services, etc. We 
must, however, be realistic in re- 
gard to'the situation in our own 
special field of responsibility. Hos- 
pitals cannot exist without ade- 
quate nursing personnel. The 
basic economy of the hospital is de- 
pendent upon having sufficient 
nursing personnel to allow the 
hospital to keep most of its beds 
occupied. Hospitals, many of which 
are already in a precarious finan- 
cial position, can lose hundreds 
of thousands of dollars a year if 
beds are empty due to lack of 
nursing personnel. Hospital ad- 
ministrators face community re- 
sponsibilities, and the over-all 
supply of nurses is a part of these 
responsibilities. Our immediate 
responsibility, however, must be 
concern for our own institutions. 

The first step is for hospitals, 
individually and collectively, to 
interest themselves with the study 
of patient care—of which the 
nursing service is a most impor- 
tant component. Hospitals are 
concerned with the over-all care 
of the patient. The nursing serv- 
ice that is provided in the hospi- 
tal is, therefore, an administrative 
concern of the hospital adminis- 
trator. Thus a hospital and its 
administration are concerned di- 
rectly with the supply, recruit- 
ment and procurement of nurs- 
ing personnel, the education of 
the various levels of the nursing 
staff, the relationships of the 
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medical staff and the nursing 
personnel, and the whole eco- 
nomics of nursing service and the 
financing of basic or preservice 
nursing education. 

Basic information on nursing 
must be available before sensible 
decisions can be made in these 
areas. 

The American Nurses’ Associa- 
tion released a report! on the num- 
bers of professional nurses that 
were working in this country as 
of Jan. 1, 1956. This release stated 
that there were approximately 
28.000 more professional nurses 
working on that date in this 
country than there were two years 
ago. The ANA then went on to say 
that “an additional 70,000 pro- 
fessional nurses are needed to 
reach the reasonable goal of 300 
professional nurses per 100,000 
population.” 

These figures were developed by 
studies by the ANA, the National 
League for Nursing, and the United 
States Public Health Service, with 
some participation by the Ameri- 
can Hospital Association. There 
was some wonderment over the 
increase of 28,000 professional 
nurses during the previous two 
years, since this number repre- 
sented a larger increase than was 
anticipated through graduation and 
other sources over the past two 
years. One explanation of this in- 
crease was the high rate at which 
married nurses are returning to 
the profession. There was also an 
increase in the number of part- 
time nurses. This fact may be ac- 
counted for, however, by some 
part-time nurses being equated 
with full-time workers, though 
they may work 10 hours a week 
rather than the full-time 40-hour 
work week. 

The 1955-1956 Facts about Nurs- 


ing* distributed by the ANA is > 


also somewhat encouraging, for it 
presents a graph indicating that 
the number of professional and 
student professional nurses per 
100,000 population has steadily in- 
creased in each decade since 1910 
and in 1950 was more than 325 
per 100,000 population. 


STATISTICS CLASH WITH REPORTS 


Unfortunately, these optimistic 
statistics and trends do not coin- 
cide with individual experiences 
noted during the summer, fall, and 


winter of 1956—a period related 


‘to the reports previously noted. 


Personal conversations with hos- 
pital administrators and nursing 
directors revealed a varying pat- 
tern of graduate nurse procure- 
ment and availability in some 
regions—some hospitals being am- 
ply supplied and other areas ex- 
tremely handicapped. There was 
sufficient difficulty in finding the 
explanation for the graduate nurs- 
ing shortage reported to justify 
raising the question as to the ac- 
curacy of the figures available, and 
even more whether or not our 
present means of analysis are fine 
enough to measure promptly and 
accurately the trends in nursing 
supply, distribution and needs. 

No one can state authoritatively 
how many graduate nurses and 
other nursing personnel we need 
today and what this need will be 
10 years from now. On the ar- 
bitrary basis of 300 graduate 
nurses per 100,000 population, the 
ANA and the NLN have calculated 
that the Jan. 1, 1956, census of 
graduate nurses of 430,000 was 
70,000 less than what was needed!. 
However, there are already 12 
states that have from 301 to 417 
nurses per 100,000 population. In- 
cluded in this number are Mas- 
sachusetts and Connecticut with 
417 and 406 nurses per 100,000 
respectively. In spite of this, some 
hospitals in these states report a 
serious shortage of graduate 
nurses. 


FACTORS AFFECT DEMAND, SUPPLY 


1. Changing needs for nurses. 


Based upon population alone, it 
is estimated that there will be a 
need of 575,000 graduate nurses in 
1965 if the same ratio of 300 per 
100,000 population is used. How- 
ever, as the ANA has pointed out 
so well,! present standards based 
upon population alone cannot be 
used because of “advances in medi- 
cal sciences, the development of 
prepayment insurance plans, wide- 
spread hospital construction, and 
the increasing awareness of health 
needs on the part of the people. 

“In addition, there are many 
demands for nursing service out- 
side of hospitals. The ratio of pub- 
lic health nurses to the general 
population must be increased, for 
example, to meet the growing de- 
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mands for home care, particularly 
for older persons and chronically 
ill patients, and the continuing 
emphasis on prevention of illness 
and on rehabilitation. An expand- 
ing economy with a larger labor 
force and increasing interest in 
occupational health programs has 
added to the demands for indus- 
trial nurses. The increasing num- 
ber of nurses working in doctors’ 
offices also has an effect on the 
demand and supply picture.” 


2. Recruiting problems. 


There is danger that nursing and 
hospital leaders are being lulled 
into a false sense of security by 
the statistical analyses of Margaret 
West and Edwin Crosby.4 They 
projected the number of entrants 
to nursing schools through 1965 on 
the basis of present and past ex- 
perience in recruitment. They cal- 
culated that if nursing schools en- 
roll the same proportion of high 
school graduates in the future as 
they have in the past, the number 
of entrants will increase from 
44.900 in 1955 to 76,900 in 1964 
and 71,400 in 1965. With such en- 
rollments and with the same 
percentage of student nurses grad- 
uating, the graduate nurse popula- 
tion would be increased out of 
proportion to the increase in total 
population. On the basis of 300 
nurses per 100,000 population, the 
estimated deficit would therefore 
decrease from 50,009 to 20,000.5 

It is one thing, however, to 
caiculate that nursing schools will 
admit up to 75,000 girls a year and 
thus proportionately increase the 
number of nurses, and another 
thing actually to have it happen. 
Recruitment, instructors, housing, 
and financing the cost of the edu- 
cation of the nurses are serious 
problems now. If we are seriously 
talking of increasing’ entering 
classes from 45,900 to 75,000, this 
63 per cent increase will further 
strain limited facilities. 

The West-Crosby prediction for 
1956—if nursing maintained its 
present percentage of the pool of 
available persons—was 46,700 stu- 
dents entering nursing schools. The 
actual number was 45,536. The 
prediction for 1957 was. 46,300. 
Preliminary figures are indicating 
that the actual number enrolled 
was under the predicted figure 
for 1957. 
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3. Educational staff deficit. 


We know that there is a deficit 
now of nursing instructors, super- 
visors and administrators, and 
there will be an even greater def- 
icit as the nursing students in- 
crease in number. Hospitals and 
nursing schools will be in serious 
competitioii with other educa- 
tional facilities for teachers as the 
demands of the country grow. 


4. Housing limitations. 


A serious physical problem is 
the housing of nursing students. 
An entering group of 70,000 re- 
quires housing for approximately 
175,000 students as contrasted to 
100,000 now. These students must 
either be housed, or live in the 
community. With consideration 
given to the length of the nursing 
program, what effect would short- 
ened programs have on housing? 
Ten years is a short time to meet 
the housing problem and possible 
attendant changes in curricula. 
How are we, planning to face this 
problem? 


5. Financial burden. 


No one is quite clear just how 
nursing education should be fi- 
nanced. There is decreasing en- 
thusiasm, however, over having 
sick patients finance nursing edu- 
cation, such as is done by the ma- 
jority of nursing schools. 

No one really knows the net 
cost of nursing education after the 
value of the student nurse’s serv- 
ices has been subtracted from the 
expense of education and mainte- 
nance, but it is appreciable. It is 
easy to calculate the expense of 
educating and maintaining the 
student nurse, but it is much more 
difficult to calculate the value of 
the student nurse’s service. From 
some studies that have been made, 
this net cost ranges from $250 to 
$700 per student per year. Dis- 
quieting reports are heard of nurs- 
ing schools being closed because 
of expense. 

There is also a marked inequity 
in the sharing of the financial bur- 
den of educating student nurses 
today. Out of approximately 7,000 
hospitals, only about 950 operate 
schools of nursing. They, there- 
fore, must bear the major cost for 
nursing education for all hospitals. 
A varying percentage of the grad- 


uates stay with their own hospi- 
tals. An appreciable number go to 
other voluntary hospitals without 
nursing schools, governmental hos- 
pitals, public health agencies, in- 
dustry, armed forces, doctors’ of- 
fices, or schools—none of which 
share in the recruitment or the 
education expense. 

As Leslie Reid® pointed out, and 
the National League for Nursing 
is continually emphasizing, there 
is a marked inequity on a geo- 
graphical basis. The Pacific Coast 
is not only training far fewer 
nurses for each hospital bed than 
the rest of the country, but the 
anticipated population increase 
within the next ten years on the 
West Coast is far out of proportion 
to its projected training of more 
student nurses. 

MANY CRITICS, LITTLE HELP 


Hospital associations have done 
comparatively little on an organ- 
ized basis to learn the facts about 
the problems of availability of 
nursing personnel, to recruit nurs- 
ing students, to evaluate various 
types of training, to project future 
needs, or to try to educate their 
membership on these subjects. It 
is doubtful whether there is much 
acceptance or understanding of 
hospitals’ responsibility in this re- 
gard. 

Administrators and doctors have 
complained about nursing short- 
ages but have expected nursing 
organizations to solve these prob- 
lems. Doctors have advocated two- 
year training programs for nurses 
for a number of years, but have 
not been very helpful in the prob- 
lem of financing nursing education. 

Doctors have complained that 
nurses are doing too much paper 
work and are being educated too 
highly for their job. Doctors and 
other scientists then have made 
the nurses’ job more complex by 
decreasing patient stay, increasing 
patient turnover, developing new 
and complicated procedures, and 
then expecting the nurses to ab- 
sorb them and take them in their 
stride. Doctors and hospitals have 
made hospital care much more 
active and complex, and are re- 
quiring nurses to be skilled tech- 
nicians and expert team super- 
visors or leaders as well -as 
“bedside angels.”’ 

Hospitals are also tending to ex- 
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pect or require more supervision 
by graduate nurses of the nursing 
aides and practical nurses. Hospi- 
tals put the burden of recruitment, 
education and training upon the 
nursing organizations, while they 
have contributed little—either 
financially or with ideas, imple- 
mentation or moral support—to 
the aspects which involve them. 

It is obvious that criticism is 
being directed towards our cur- 
rent state of knowledge and in- 
formation concerning nursing 
service in hospitals. This criticism 
is primarily directed towards hos- 
pitals, and secondarily towards the 
physicians. The great majority of 
the research and studies, the col- 
lection of information, the experi- 
ments on nursing and patient care, 
the improved techniques of the 
nursing service and nursing edu- 
cation have been initiated, spon- 
sored and carried through by the 
nursing organizations themselves 
with a minimum of support from 
physicians and hospitals. 

The nursing organizations have 
directed much of their attention 
towards standards, education, 
philosophy, and _ such practical 
problems as personnel policies and 
practices. This is certainly proper. 
Nursing service and supply have 
also been considered but not neces- 
sarily with the same degree of 
emphasis that hospitals and phy- 
sicians would prefer. If hospitals 
and physicians have grumbled, 
however, or have been somewhat 
restive about this, they really 
have done little constructively, but 
have let nursing proceed on its 
own. 

HOSPITALS DIRECTLY CONCERNED 

Hospitals individually and as or- 
ganizations have a_ responsibility 
for the over-all care of the patient. 
Just as one cannot separate cate- 
gorically responsibilities for medi- 
cal care, nursing care and “hos- 
pital care’, one cannot delegate 
responsibility for specific phases of 
the care of the patient to doctors 
or nurses or hospitals separately. 
Responsibility for the care of the 
patient must be shared and when 
nursing servic® to the patient is 
of such importance to the economy, 
reputation and community respon- 
sibility of the hospital, it is ob- 
vious that hospitals must concern 
themselves with nursing service— 
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not delegate this to others. 

It is equally important that if 
hospitals embark upon any review 
or long-range planning of nursing 
service as it applies to the care of 
the patient, they must do this in 
close association with nursing col- 
leagues and organizations. The 
National League for Nursing, the 
American Nurses’ Association and 


the United States Public Health 
Service have been most active in 
this area—and obviously include 
most of those having expert 
knowledge in the field. Close col- 
laboration is necessary to avoid 
duplication of study, proper ori- 
entation of investigators and to 
insure mutual understanding be- 
tween the various groups. 


IT COSTS SO LITTLE 


and counts so much 


When new employees join the hospital staff, great efforts are 
made to make them feel at home and to help them become ac- 
quainted with the hospital and its procedures. When time for retire- 
ment comes, however, too often the tables are turned and the retiring 
employee leaves the hospital without a word of appreciation for his 


long and faithful years of service. 


Feeling this treatment is a serious mistake on the part of hospitals, 
Baylor University Hospital in Dallas recently inaugurated the presen- 
tation of certificates of appreciation to retiring employees. Here is a 


copy of the certificate: 


wi Bniversityp Bo, 


™~ 


“lay 


IN RECOGNITION of the devotion to duty, loyalty and 


unselfish service rendered Baylor University Hospital by 


THE Board of Trustees, Administrative Staff and Personnel 


of Baylor join in expressing their appreciation and best wishes 


for the future. 


PreseNtED 


Perved of Serene 


= 

~ 


Fundamental questions that 
must be answered include: 

1. What is the supply and dis- 
tribution of nursing personnel of 
all types throughout this country? 
Where are the deficiencies and 
why? Is the trend encouraging or 
alarming? 

2. What is the need for nursing 
personnel at present, and what is 
projected? How valid is the sug- 
gested standard of 300 graduate 
nurses per 100,000 population if 
the New England area is already 
in excess of this and still is ap- 
parently short of graduate nurses? 

3. How can we rapidly and ac- 
curately project changes in need 
and supply so that trends can be 
readily detected and understood? 

4. How can we improve the pro- 
duction of nursing personnel at 
various levels? What is the re- 
sponsibility of hospitals in this and 
how can the cost of nursing edu- 
cation be shared by the various 
users of nursing service or the 
community? 

5. What can we do to improve 
our utilization of trained nurses? 

6. How can hospitals work with 
nurses and physicians to provide 
maximum job satisfaction to nurs- 
ing personnel and how can we 
help them function at their great- 
est efficiency in their role in the 
care of the patient? 

There is considerable evidence 
that much of this information is 
available or could be made avail- 
able from material already as- 
sembled by the NLN, ANA, and 
USPHS. However, interpretation 
of this information in light of hos- 
pital needs and communication be- 
tween the nursing and hospital 
Organizations in this regard has 
suffered because of lack of ade- 
quate liaison. 


ANA RESEARCH CLEARING HOUSE 


There may be those who ques- 
tion the necessity or justification 
for organized hospitals to be con- 
cerned about studies of nursing 
care, nursing service or nursing 
education, and who feel that nurs- 
ing should be studied by nurses 
only. The ANA through its Ameri- 
can Nurses’ Foundation’? “believes 
that it has become the key national 
organization for clearing and co- 
ordinating research on the nurs- 
ing profession, and that it has a 
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role not only in encouraging and 
supporting research, but also as- 
suring that the results of nursing 
research are preserved, analyzed, 
evaluated and disseminated in the 
public’s interest.” 

Hospitals cannot. deny the im- 
portant role of the ANA as well as 
the NLN in studies on nursing, but 
hospitals cannot abdicate their re- 
sponsibility for obtaining as com- 
plete knowledge as possible of a 
subject which is so important to 
their gsponsibility to patients, 
doctors and the community, their 
economy and their reputation. Hos- 
pitals are the laboratory of, or are 
actually responsible for, the edu- 
cational programs for the vast 
majority of nurses currently being 
trained. This is an additional im- 
pelling reason for hospitals’ in- 
terest and participation. 

Another additional and prac- 


tical reason for the American Hos- 
pital Association to participate ac- 


tively in the study of nursing 
service, supply, distribution, and 
production is that implementation 
of new policies and programs will 
more easily be effected. If, as seems 
distinctly possible, major changes 
in patterns of nursing service and 
education appear to be indicated, 
understanding and support will be 
much more rapidly forth-coming 
from hospitals and hospital trus- 
tees if they and their association 
have been participating in the 
studies and the findings on which 
such changes would be based. 

To avoid duplication of efforts, 
to utilize available resources and 
to insure continued understanding, 
the AHA should obtain the par- 
ticipation, collaboration and ad- 
vice of the NLN, AHA, American 

(Continued on page 100) 


sonnel. 


forecast. 


expert consultation. 


THE RESPONSIBILITY OF HOSPITALS FOR 
NURSING SERVICE IN SUMMARY | 


1. Hospitals in this country appear to be facing a serious 
qualitative and quantitative deficiency in nursing per- 


2. There is conflicting information as to whether this sit- 
uation is improving or becoming progressively worse. 
3. Accurate information is necessary to measure the quali- 
tative and quantitative need for nursing personnel in 
this country. This information should be readily avail- 
able so that trends can be recognized and accurately 


4. Hospitals have a responsibility to participate actively 
in the study of problems of nursing service as related 
to patient care in the hospital. 

5. It is important that any such programs upon the part 
of the American Hospital Association be done in col- 
laboration with such professional organizations as Na- 
tional League for Nursing, American Nurses’ Associa- 
tion. American Medical Association, and the United 
States Public Health Service to insure sharing of data, 
avoidance of duplication of effort and obtaining of 


6. The importance and the magnitude of the problem 
warrants the support of hospitals of a national study 
group of voluntary health agencies and the public 
directed toward this problem as well as expansion of 
the AHA service program in this regard. 
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DMINISTRATORS TRY to improve 
A relations with their medical 
staffs with varying degrees of suc- 
cess. Many times, these efforts end 
with the administrator throwing 
his hands up and saying, “He’s a 
good doctor, but he just does not 
understand the problems of the 
hospital!” 

With the increasing importance 
of the hospital to the doctor’s 
practice, however, one is inclined 
to wonder whether a man can be 
a “good” doctor if he does not un- 
derstand the problems of the hos- 
pital. 

An attempt has been made, 
therefore, to ascertain how much 
physicians actually do know and 
understand about hospital prob- 
lems. If doctors in fact know a 
great deal about hospital adminis- 
trative affairs, then the reasons 
why they do not make use of that 
knowledge— if they do not—should 


Symond R. Goettlieb is assistant ad- 
ministrator, Children's Hospital of Michi- 
gan, Detroit. 
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HOSPITALS? 


DOCTORS 
ABOUT 


—not as much as they’d like to, study indicates 


In at least two hospitals, states the 
author, doctors would seem to have a 
great deal to learn about hospital ad- 
ministrative affairs. He reaches this 
conclusion on the basis of a study of 
what 262 staff physicians know about 
the hospitals with which they are af- 
filiated. The author discusses the 
mechanics of the stady and the im- 
plications of its results. 


be determined. If, on the other 
hand, they do not have much 
knowledge or understanding of 
hospital administrative affairs, 
then it would become important 
to discover why they know so little. 

Knowledge is the key to greater 
understanding, and a greater un- 
derstanding is undoubtedly one of 
the important keys to relief of 
tension which sometimes exists be- 
tween doctors and administrators. 

The study reported here was 
designed to determine the levels of 
knowledge of hospital administra- 
tive affairs among physicians. The 
importance of the study rests upon 


two convictions: (1) that doctors 
must have an extremely broad 
knowledge of hospital administra- 
tive affairs if they are properly to 
fulfill their roles in the hospital, 
and (2) that the doctors them- 
selves would consider a_ broad 
knowledge of hospital administra- 
tive affairs to be important to them 
in the proper discharge of their 
duties in the hospital. With these 
convictions in mind the _ study 
sought answers to four questions: 

1. What is the over-all level of 
knowledge of (a) medical staff 
organization, (b) general adminis- 
tration, (c) personnel administra- 
tion, and (d) financial manage- 
ment among all physicians on the 
staffs of the hospitals studied? 

2. Are there any differences in 
the levels of knowledge of differ- 
ent types of hospital problems 
among all of these physicians? 

3. What differences exist, if any, 
in the levels of knowledge of those 
areas of hospital administrative 
affairs among different groups of 
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physicians because of different 
professional characteristics? 

4. Are there any differences in 
the levels of knowledge of those 
areas of hospital administrative 
affairs among physicians on the 
staffs of two different hospitals? 

Two acute general hospitals 
were selected in which to make 
the study. Hospital A is a non- 
profit, nonsectarian hospital of ap- 
proximately 300 beds in a city with 
a population of approximately 
200,000. Hospital B is a church- 
operated hospital of approximately 
600 beds in a city with a popula- 
tion of more than a million per- 
sons. 

The mechanics of the study are 
as follows: 

@A_ factual questionnaire was 
mailed to all physicians on staffs 
of the two participating hospitals. 
® Questionnaire consisted of 47 
representative questions designed 
to determine whether the doctors 
knew—or had reasonable accurate 
information about—specific hos- 
pital problems, rules, policies, or 
procedures. 

® Questions covered medical staff 
organization, general administra- 
tion, personnel administration and 
financial management. 

® Questions related directly to the 
hospitals studied, except for a few 
relative to the Joint Commission 
on Accreditation of Hospitals and 
its requirements. 

@ All questions were of the multi- 
ple choice variety and had un- 
equivocal answers for each hospi- 
tal. 

@® The questionnaire was mailed 
to 584 physicians, and 262 ques- 
tionnaires were completed and re- 
turned. Fifty-one per cent of the 
staff of Hospital A participated 
and 39.1 per cent of the staff of 
Hospital B. 

@® Results of study were subjected 
to statistical analysis to rule out 
the probability of guessing and to 
establish their validity. 


SOME STARTLING PERCENTAGES 


Before analyzing the returns on 
the entire questionnaire and on 
each of the four groups of ques- 
tions, the percentage of correct 
answers on each of the 47 ques- 
tions was calculated. To illustrate 
the general nature of the questions 
and some of the more startling re- 


34 


. Which person or group of per- 


sons has the power to appoint 
and remove medical staff mem- 
bers? 

Which organization accredits 
hospitals? 

Under hospital rules, which of 
the following (types of pa- 
tients) will not knowingly be 
admitted except under unusual 
circumstances? 

Which of the following is 
closest to the percentage of all 
patients admitted last year who 
paid all or part of the hospital 
bill out of their own pockets? 
Within how many days after a 
patient’s discharge must the 
medical record be completed 
according to hospital rules? 
Approximately what was the 
autopsy rate during the last 
fiscal year at this hospital? 
What is the present range in 
this hospital in room service 
rates for patients (excluding 
bassinets) ? 

How much advance deposit is 
requested of patients at the 
time of admission to this hos- 
pital? 

Who has the final authority 
and responsibility for the over- 
all operation of the hospital? 


Percentage Correct Answers 


Hospital Both 
B hospitals 

45.1 11.9 30.2 
35.4 25.4 30.9 
35.4 16.9 27.1 
12.5 24.6 17.9 
50.0 22.0 37.4 
59.0 21.2 45.8 
68.1 48.3 59.2 
60.4 51.7 56.5 
65.3 20.3 45.0 


sults, a few typical questions ap- 
pear above. The multiple choice 
answers to each question have 
been omitted for space reasons. 
(144 doctors at Hospital A and 
118 doctors at Hospital B par- 
ticipated in this study). 

The over-all average in each 
hospital was somewhat less than 
50 per cent correct answers (Table 
1, page 35). In the combined hos- 
pitals, 56.5 per cent of all par- 
ticipating physicians had scores of 
51 per cent or less, while 90.1 per 
cent of all participants had scores 
of less than 60 per cent. Scores 
ranged from 4.2 per cent to 76.5 
per cent correct—the median score 
was 48.9 per cent. 

Scores at Hospital A consistently 
ran higher than the scores at Hos- 
pital B. The differences in distri- 
bution of scores is, of course, re- 
flected in the differences in the 
average and median scores be- 


tween the two hospitals. 

The scores on each of the four 
groups of questions indicated some 
rather striking differences. Table 
2, page 35, portrays the variations 
in knowledge of the correct an- 
swers among participating phy- 
sicians. in both hospitals. The data 
indicate that these doctors know 
relatively more about general ad- 
ministration and medical staff or- 
ganization affairs than they know 
about personnel administration 
and financial management. In fact, 
the scores on both the personnel 
questions and the financial ques- 
tions are barely more than scores 
that could be expected by chance 
from pure guessing. 

Responding physicians at Hos- 
pital A scored significantly higher 
on the medical staff organization 
questions than on the general ad- 
ministration questions; while at 
Hospital B those results were re- 
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it another way, 
physicians at Hospital A had sig- 
nificantly higher scores on medical 
staff organization questions than 


versed. To put 


the doctors at Hospital B; but 
Hospital B staff members scored 
somewhat higher on the general 
administration question group. 
Physicians at each hospital showed 
the same pattern of low scores on 
the personnel and financial ques- 
tion groups. 

In order to try to determine 
whether there were any diliffer- 
ences in the levels of knowledge of 
hospital administrative affairs be- 
cause of different professional 
characteristics the results were 
analyzed according to the follow- 
ing five factors which might affect 
a physician’s knowledge: 

l. Year of graduation from medi- 
cal school. 

2. Number of years 
with the hospital studied. 
3. Medical specialty. 
4. Status on the staff. 
5. Frequency of visits per month 

(in Hospital A only). 

Scores indicated either no dif- 
ference, or very little difference, 
among physicians classified accord- 
ing to the year of graduation from 
medical school or the number of 
years of affiliation with the hos- 
pital studied. 

In classifying the scores accord- 
ing to the medical specialities of 
all participants in both hospitals, 
the general practitioners scored 
significantly lower than any group 
of specialists on each group of 
questions and on the entire ques- 
tionnaire, but there was no sig- 
nificant difference in scores among 
Six specialty groups (general sur- 
gery, internal medicine, medical 
specialty, pediatrics, surgical spe- 
cialty, and obstetrics-gynecology ). 
A point of interest is the fact that 
the general practitioners at Hos- 
pital B had higher scores than 
their counterparts at Hospital A in 
spite of the fact that Hospital A 
has an organized general practice 
staff while Hospital B does not, It 
is also of. interest that there are 
some rather marked differences in 
the scores of the same group of 
specialists in the two hospitals, 
e.g., general surgeons and intern- 


affiliation 


ists. 
In classifying results according 
to the staff status of all physicians, 
(Continued on page 100) 
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Table 1 
DISTRIBUTION OF TOTAL SCORES—IN PERCENTAGES 
No. of Pct. of M.D.'s Pet. of M.D.'s 
M.D.'s Over-all Median with scores less with scores less 
reporting average then 5! per cent than 60 per cent 
Hospital A 144 49.3 51.0 48.6 85.4 
HospitalB 118 45.9 46.8 66.1 94.9 
Both 
hospitals 262 47.8 48.9 56.5 90.1 
Table 2 


PERCENTAGE CORRECT BY GROUPS OF QUESTIONS 


No. of questions 


Question group 


Percentage of questions 
correctly answered 


inthe Group Hospital Hospital Both 

hospita/s 
Medical staff 18 58.3 46.7 53.1 
General admin. 12 52.0 58.0 54.7 
Personnel 8 42.8 42.5 42.7 
Financial 9 33.5 31.1 32.4 
All questions 47 49.3 45.9 47.8 
Table 3 


PERCENTAGE CORRECT BY GROUPS OF QUESTIONS ACCORDING TO THE 
FREQUENCY OF VISITS PER MONTH-——-HOSPITAL A 


No. in sub- Medica! 


Gen’! 


Visite per meats classification stoff admin. Totet 
less than 5 23 35.5 40.6 40.8 22.7 35.2 
6-10 17 52.0 45.1 43.4 30.7 44.7 
11-25 21 61.9 53.2 42.3 33.9 51.0 
More than 25 83 65.1 56.3 43.4 36.9 53.8 
Table 4 
OPINION QUESTIONS ON THE ENTIRE QUESTIONNAIRE— 
PERCENTAGE AFFIRMATIVE 

Hospital A 140 111 29 a 79.3 
Hospital B 111 86 25 7 77.5 
Both hospitals 251 197 54 11 78.5 


Table 5 


OPINION QUESTIONS——PERCENTAGE AFFIRMATIVE AMONG ALL PHYSICIANS 
AT HOSPITAL ‘A’ ACCORDING TO GROUPS OF QUESTIONS 


Medical! staff 140 112 28 4 80.0 
General admin. 140 113 27 4 80.7 
Personnel 137 89 48 7 65.0 
Financial 138 89 49 6 64.5 
All material 140 111 29 4 79.3 
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HOSPITAL 
RESEARCH 
CAN BE 
BUSINESSLIKE 


by ROBERT M. PORTER and E. H. BAXTER, M.D. 


MEDICAL RESEARCH program is 

generally agreed to be de- 
sirable and even necessary in 
operating a hospital, small or 
large, teaching or nonteaching. 

But a research program does not 
come into being without birth 
pangs. The intention to start one, 
or to integrate scattered efforts of 
individuals already working, 
raises questions. Among them: 

1. Where’s the money coming 
from—patient fees, grants, dona- 
tions, endowments? 

2. Where will the work take 
place? 

3. Who pays for the light, heat, 
gas and telephones used? 

4. Who runs the program? 

5. Who says whether or not a 
project is promising? 

6. Who has title to discoveries 
or inventions with proprietary 
potentialities—new drugs or com- 
mercial devices. 

7. Who gives periodic objective 
appraisal, asking with authority 
how a project is coming, how 
much money has been spent, how 
much more is needed, and what 
other supplies are needed? 

8. Who answers any questions 
raised by the project’s sponsor— 
foundation, public agency, semi- 


Robert M. Porter is administrator, Chil- 
dren’s Hospital of Columbus (Ohio). E. H. 
Baxter, M.D., is chief of staff at Chil- 
dren’s Hospital of Columbus and profes- 
sor of pediatrics, Ohio State University, 
Columbus. 


36 


The authors discuss the operation 
and origin of CHILD, a creation of 
the medical and dental ‘staff of Chil- 
dren’s Hospital of Columbus, Ohio. 
This organization provides both finan- 
cial and medical audits of hospital re- 
search projects. 


public organization, or individual? 
(Ideally, a sponsor disappears once 
the project is under way, but few 
people with a money stake in any- 
thing are quite that ideal.) 


ENCOURAGED BUT NOT FORCED 


The over-all administrative 
problem of hospital research was 
well summed up by Mark Berke, 
then administrator of the Albert 
Einstein Medical Center, Southern 
Division, Philadelphia, in an arti- 
cle in this Journal (June 1952) 
in which he said: 

“Administration of the program 
must provide a solid framework 
for its development, but there 
must be flexibility in its function 
to meet special contingencies and 
to effect revisions when these are 
necessary. The administrative pro- 
cedures must never hamper prog- 
ress in the right direction, but 
they must furnish a stabilizing in- 
fluence to avoid mistakes owing to 
overenthusiasm or too rapid ex- 
pansion without adequate sup- 
port. 

“Research is to be encouraged, 
but never forced on the staff as a 


whole, or on its individual mem- 
bers. The administrator’s role is 
to create and promote a general 
atmosphere conducive to research, 
and to be responsive to specific 
needs and problems by contribut- 
ing his skills and efforts toward the 
practical realization of such proj- 

We have tackled the problem 
at Children’s Hospital of Colum- 
bus and believe we have demon- 
strated that: 

@® Medical research, in a hospital, 
can be run on a business basis, in- 
stead of flowering uncertainly on 
a laissez faire basis. 

® Medical research can be audited, 
medically as well as financially. 
® Accountability can be pin- 
pointed. 

@® Medical research can be given 
the full authority and prestige of 
the hospital, and at the same time, 
the fire of personal initiative and 
accomplishment can be kept hot. 

We have created an almost com- 
pletely autonomous organization, 
the Children’s Hospital Investiga- 
tive Laboratories Division— 
CHILD—to administer our re- 
search program. It has full legal 
backing of the board of trustees 
and of the medical and dental! staff. 

We call CHILD almost com- 
pletely autonomous because it 
draws upon the hospital business 
and administrative machinery only 
for business guidance needed to 
relieve the medical men of what 
one of them calls “interminable 
decisions to be made.”’ 


FUNCTIONS THROUGH COMMITTEES 


CHILD is wholly a creation of 
the medical and dental staff. It 
functions through three working 
committees: 

Research projects committee— stimu - 
lates new and pioneering work. 
@ Research resources committee— finds 
ways to accomplish it. 

®@ Board of sponsors——finds the money. 

Under the CHILD constitution,* 
the projects committee is “charged 
with the responsibility of stimu- 
lating the initiation of projects for 
the advancement of medical sci- 
ence, analyzing the nature and 
feasibility of proposed projects, 
determining the requirements for 
the pursuit of any project in terms 

*Printed copies of CHILD'S constitution 
are available from Children's Hospital, 


South 17th Street at Livingston Park. 
Crclumbus 5, Ohio. 
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of professional, technical, and an- 
cillary personnel, of space, equip- 
ment and supplies, of other costs 
and expenses and of the probable 
and desirable duration of the 
project.” 

If the project as a whole or in 
any phase is beyond the scope 
or knowledge of the projects com- 
mittee members and their own 
medical specialities, they can call 
in others to help in appraisal. 

The projects committee includes 
six members of the medical and 
dental staff, the chief of staff, and 
the administrator of the hospital. 
The staff members, appointed by 
the chief of staff for staggered 
terms, equitably represent the 
“various clinical and laboratory 
services actively engaged in in- 
vestigative work.” 

The resources Committee—com- 
posed of two members of the medi- 
cal and dental staff, two members 
of the hospital's board of mana- 
gers, and the chief of staff and 
administrator—has the responsi- 
bility of “appraising the reports 
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and recommendations of the Re- 
search Projects Committee, and 
considering the ways and means 
for the carrying out of any proj- 
ects, including necessary profes- 
sional, technical and ancillary per- 
sonnel, space, equipment, supplies, 
and other expenses, and the funds 
available.”’ 

“It shall consider any protocol 
of any project which is proposed,” 
the constitution continues, “and 
approve or reject the same or re- 
turn it to the Research Projects 
Committee for such modifications 
asS-may be made in view of the 
recommendations of the Research 
Resources Committee. It shall pro- 
vide for the disbursal of funds in 
accordance with budgets including 
the procedure for withdrawal and 
expenditure of funds.” 

Again, in the continuing medi- 
cal audit, the resources committee 
determines, on advice of the proj- 
ects committee, when a project is 
completed or should be continued 
or should be abandoned. Like the 
projects committee, the resources 


committee is authorized to call in 
expert counsel. 

The board of sponsors, appointed 
by the resources committee, is 
composed of members of the medi- 
cal and dental staff, of the hospi- 
tal board of trustees and other 
persons interested in the advance- 
ment of medical science at Chil- 
dren’s Hospital. The board has the 
duty of raising funds for particu- 
lar projects, and its activities may 
vary with the needs of each proj- 
ect. It may make formal applica- 
tion for a foundation grant, or in- 
vestigate local sources, as seems 
most desirable in each case. 

The hospital is authorized to ac- 
cept unrestricted gifts of money 
for CHILD immediately, but gifts 
limited to specific uses may be ac- 
cepted only with approval of the 
two operating committees, projects 
and resources. 

Unless otherwise provided by 
the resources committee’s resolu- 
tion of acceptance of a gift, any 
sum remaining in any fund upon 
completion or abandonment of a 


CHILD projects in action: Heft) o biochemist 

works on @ study of organic acids 

in blood serwm end urine, and (above) in the 

Rh laboratery @ technician checks solutions and cultures. 
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project reverts to the general fund 
of CHILD and may thereafter be 
used for any project. 

Finally, the constitution ties 
down the ownership of property 
purchased in the course of any 
work. This becomes hospital prop- 
erty unless otherwise disposed of 
by action of the research resources 
committee in pursuance of the 
purposes of CHILD. 

CHILD is not a sudden thing at 
Children’s Hospital. Nor does it 
yet provide a full answer for all 
questions raised at the start of 
this article. But CHILD is still de- 
veloping and will become, we be- 
lieve, adequate machinery for 
meeting the problems. 


POCKETFULL OF NOTES ONLY RECORD 


CHILD first began to take shape 
in 1954, when it became apparent 
to the staff and the hospital ad- 
ministration that more research 
was under way than anybody real- 
ized. It was also apparent that the 
research was suffering from lack 
of coordination, of direction, of 


records, and of money. In some 
cases no one knew much about any 
project except the man pursuing 
it, and the only records—medical 
or financial—were scattered notes 
on his desk or in his pockets. 

It was further apparent that 
some of the men involved were, 
like many a gifted man of science, 
far short of being business ex- 
ecutives. They had little talent or 
taste for the grubby nonsense of 
marking down where the dollars 
went, of budgeting funds, of know- 
ing how to dispose of what, if any, 
money was left over on comple- 
tion of a project. 

We had no desire to convert 
these men into business execu- 
tives and professional money rais- 
ers. They had more important 
work to do. It was wrong to ex- 
pect them to explore atoms and 
count money at the same time. 

On the other hand, we could 
not take these burdens over in the 
hospital administrative offices. We 
had our problems, too. We had 
budgetary and physical limitations 


ATTENTION, MR. ADMINISTRATOR 


Have you ever checked with your administrative 
department heads on correct storage and handling 
of blankets—proper mop technique—trash empty- 
ing routine—ice bin control—enforcement of traffic 


control through the operating room and the obstet- 
rics department—garbage disposal—cleanliness of air conditioning 
ducts—importance of fillers and intake source? 

Have you, Mr. Administrator, checked to see that the employees 
required to wear hairnets, masks, caps and gowns do so? That dress- 
ings and dressing cart techniques and hand washing techniques are 


being observed? 


lf you haven’t, you are by-passing one of the most effective ways 
of controlling infections in your hospital. In considering this material 
element of infection control, we should not overlook the human factor 
—particularly the actual carrier with either a head cold, boil, hang- 


nail, flu, or diarrhea. 


These hospital infections, staphylococcal infections, nosocomial 
infections—call them what you may—are bedeviling to the hospital 
and medical professions. They are of terrific concern to all conscien- 
tious hospital people to find ways to counteract these infections, to 
educate against them, and to set up rules to prevent infection. 
—KENNETH B. BABCOCK, M.D., director, Joint Commission on Ac- 
creditation of Hospitals, Chicago. This material is adapted from Dr. 
Babcock’s address before the Tri-State Hospital Assembly, March 


1958. 
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—not enough money and no place 
to put another function in our de- 
partment. Thus, the obvious an- 
swer seemed to be creation of a 
separate but closely related or- 
ganization which in time would 
become self-starting, self-support- 
ing, and self-administering. 


DRIVE TO EXPAND UNDERWAY 


So CHILD was on its way. 
CHILD is now starting a drive to 
raise up to $600,000 to expand its 
manpower and equipment and to 
erect a building of its own. Much 
research is already under way 
here on such pediatric problems as 
chemotherapy of leukemia and 
cancer of infants and children, 
open heart surgery, causes and 
treatment of disfiguring  birth- 
marks, epidemiology of mental de- 
ficiency, problems of adolescents, 
electromyographic studies of cere- 
bral palsy, specific E. coli diarrhea 
in infants, and control of impetigo 
in newborn babies. 

Many other problems are wait- 
ing for research, and CHILD pro- 
poses to be involved in them. 

Meanwhile, what can we point 
to in accomplishment to date, aside 
from organization of CHILD. 

In four years of existence, 
CHILD has had under its wing 
twelve projects in all. Four have 
been completed. Projects alone, 
however, are only a partial meas- 
ure. CHILD has administered close 
to $300,000 in “holding funds,” or 
funds raised by an individual or 
group for a specific project or for 
investigative purposes in general. 
These are deposited with CHILD 
by the source. CHILD writes the 
checks and keeps the books. 

This is $300,000 worth of “busi- 
ness”—if you please—which the 
administrative office has not needed 
to watch over because it has been 
watched over carefully and com- 
petently by CHILD. At a time 
when we are entering upon a 
period of physical expansion, it is 
good to know that a major en- 
deavor can be delegated. 

CHILD may undergo further 
development. From time to time 
the doctors likely will hit upon 
better methods, find ways to sim- 
plify operations. 

Certainly, they are finding it 
easier to make the independent in- 
vestigations which are so impor- 
tant to the medical sciences. bd 
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The story behind a 
cooperative public relations 
program operating lin 
Michigan and northeast Ohio 


based on employee education 


by H. ALLAN BARTH and THOMAS D. GRIFFITHS 


iy IT POSSIBLE for the public to like 
and dislike a hospital at the same 
time? 

More specifically, can patients have a 
high opinion of the service they receive 
in a hospital and yet distrust or dislike 


H. Allan Barth is executive director, Mich- 
igan Hospital Association. Thomas D. Griffiths is 
executive secretary, Cleveland Hospital Council. 


EIGHT pages from YOU—the Ambassador, a book- 
let of public relations tips for hospital employees, 
are reproduced here. A sample copy of the booklet 
can be obtained without charge from: Department 
of Public Information, Cleveland Hospital Council, 
Room 305, 1001 Huron Road, Cleveland 15, Ohio. 
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the institution providing the serv- 
ice? 

Of course it’s possible. It’s just 
as possible as it is for a customer 
to like the merchandise he can 
buy in a certain store but to think 
that the clerks in the store are 
rude or lazy. 

This consideration underlies a 
hospital public relations program 
in Michigan and northeast Ohio 
which has many elements depart- 
ing from the traditional approach. 

(1) The program places major 
emphasis on the employee’s role 
in public relations and is directed 
entirely at the employee rather 
than the public. 

(2) Materials used in the pro- 
gram are serious but whimsical, 
representing an endeavor to tell 
an important story without be- 
coming pedagogical. 

(3) The program is a coopera- 
tive venture between two hospital 
organizations—the Michigan Hos- 
pital Association, which serves 
some 230 member institutions, and 
the Cleveland Hospital Council, 
which extends its public relations 
services to some 60 hospitals in 
northeast Ohio. 

Perhaps the geographical prox- 
imity of these two Great Lakes 
groups has something to do with 
the similarity of their problems, 
interests and needs. At any rate, 
both organizations began looking 
into the feasibility of broadening 
and systematizing their public re- 
lations activities at about the same 
time. 


PUBLIC RELATIONS PARADOX 


One of the first problems which 
engaged the attention of both was 
a seeming public relations para- 
dox. Nearly all surveys by hospi- 
tals collectively have shown that 
the public places a very high rat- 
ing on the quality of hospital serv- 
ice. It is obvious, however, that 
people can be highly critical of 
hospitals on occasion. How could 
this apparent contradiction be re- 
conciled? 

The general answer to this ques- 
tion has been given in our open- 
ing paragraphs. People appreciate 
the basic value of the hospital 
service they receive, even though 
they do not understand the insti- 
tution that provides it, though 
they may think that the service 


costs too much, though they may 
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POSTERS (above and right) used in the 
“YOU, the Ambassador’ p:ogram are dis- 
played at Woman's Hospital, Detroit. 


feel that their dignity as indi- 
viduals has disregarded, 
though they think that hospitals 
are noisy, that the food could be 
better, that hospital employees are 
not as courteous and considerate 
as they might be. 

Lesser irritations and misun- 
derstandings such as these often 
go unnoticed in the flush of grati- 
tude that accompanies the return 
of the average patient to home and 
health. But give that same patient 
a subsequent reminder of his un- 
expressed grievances——a reminder 
in the form of specific criticism by 
a neighbor, a newspaper, or a law- 
maker seeking a politically ex- 
pedient issue—and our patient is 
almost certain to begin nodding 
his head in agreement.: Too often 
hospitals tend to overlook this 
human tendency to criticize what 
is not well understood. To bring 
about better understanding is cer- 
tainly one of the fundamental ob- 
jectives of any public relations 
program. 

Some of the areas of both. ap- 
proval and disapproval of hospitals 
have been identified in extensive 
public opinion surveys in both 
Michigan and northeast Ohio. Both 
surveys showed a very high rating 
of the quality of patient care, for 
example, and both showed ma- 
jority public feeling that hospital 


Heard yourself lately? 
Over the telephone .. and at all times... 


a Dieasant, courteous voice wins 
friends for you and for your hocpital . 


AMBASSADOR” 


costs, in general, are too high. 

The Cleveland study pin-pointed 
a seeming inconsistency. It showed 
that 85 per cent of the hospitals’ 
patients rate the care they receive 
as excellent or good. A quarter of 
the respondents, however, were 
unwilling to say that most hospi- 
tal employees try to give good 
service, and a third were unwill- 
ing to say that most hospital em- 
ployees are sympathetic toward 
patients. 

It also was shown in the Cleve- 
land survey that a full half of the 
people attribute most of their 
knowledge of hospitals to actual 
experiences as patients, while an- 
other 20 per cent say that most of 
their hospital information ~ has 
come from family members, rela- 
tives or friends who have been 
patients. 

EMPHASIS ON EMPLOYEE EDUCATION 

These 


findings re-emphasized 
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the point made long ago by public 
relations specialists: Good public 
relations begins internally with 
the training of employees to pro- 
vide good service and with the 
education of employees in good 
public relations practices. 

Thus the course was clear. The 
inservice training of employees is 
handled quite well by most of the 
hospitals concerned, but it became 
evident that there was a need for 
bolstering the public relations 
education of employees. 

In both the Cleveland and 
Michigan associations the public 
relations committees decided to 
place major emphasis on helping 


Wouldnt you hate to be ill ma 
noicy hospital Youll win the 
thanks of our patients hy — 


member hospitals with this latter 
problem. This decision was reached 
independently and almost simul- 
taneously. By coincidence, both 
groups employed the same public 
relations counsel, who then sug- 
gested that both might realize con- 
siderable savings by coordinating 
their efforts and using the same 
basic materials. 

The theme chosen for the pro- 
gram was based on the concept 
that each employee should be an 
ambassador of good will for the 
hospital that employs him. In sup- 
port of this theme, a booklet—en- 
titled YOU, the Ambassador—was 
drafted containing a serious dis- 
cussion of the importance of the 
individual employee’s conduct in 
maintaining patient morale and 
building favorable attitudes toward 
the hospital. (Sample pages from 
the booklet are shown on page 39.) 

The booklet urges the employee 
to put himself. figuratively in the 
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patient’s place, and it stresses the 
great personal satisfaction to be 
gained from helping others through 
extra attention to the details of 
courtesy, kindness and considera- 
tion. The language of the booklet 
is simple, and the appearance of 
the booklet is made highly visual 
by amusing cartoon-like illustra- 
tions. 

About 100,000 of these booklets 
have been distributed to the em- 
ployees of hospitals in northeast 
Ohio and Michigan. They have at- 
tracted much attention because of 
their novel nature. In one hospital, 
for example, distribution of the 
booklets was inadvertently inter- 
rupted when only half of them 
had been handed out. The person- 
nel office was promptly besieged 
with inquiries from employees 
who had not yet received their 
copies. 

SUPPORTING MATERIAL DEVELOPED 

It was recognized that the book- 
lets alone are no more than a good 
start toward a sound program of 
employee education. Therefore, a 
great deal of supporting material 
has been developed in both areas. 

Both the Michigan Hogpital As- 
sociation and the Cleveland Hos- 
pital Council developed packets or 
kits of supplementary materials 
which went out to the hospitals 
along with and after the booklets. 
Because the program addressed 
the employee as “YOU, the Am- 
bassador’’, an art device was de- 
veloped to stress the word “YOU”. 
This consisted of a smiling face 
sketched within the “O” of the 
“YOU”. To build up advance an- 
ticipation prior to distribution of 
the booklet, this smiling letter O 
was enlarged on bulletin board 
posters to be mounted throughout 
the hospital as “teasers.”’ 

Following distribution of the 
booklets,. it was suggested that 
there be an article in the hospital’s 
employee publication where such 
publications were available, and a 
sample article for this was in- 
cluded in the packet. An attach- 
ment for pay checks-also was 
proposed, and a sample provided. 
Administrators were urged to 
address personal messages to em- 
ployees to be attached to the book- 
let, and a representative message 
was made part of the packet. 

Other suggestions proposed that 


there be supervisors’ meetings to 
discuss further implementation of 
the program, general meetings of 
employees to discuss the building 
of good will toward the hospital, 
perhaps employee contests on the 
“YOU, the Ambassador” theme, 
and similar activities. 


NOT A ONE-TIME THING 


But employee education is not 
a one-time affair. In any hospital 
it is a continuous activity directed 
both at re-emphasizing known 
facts to the older employees and 
toward orientation of newer em- 
ployees. For this reason, the “YOU, 
the Ambassador” program will 
continue in both Michigan and 
Ohio for many months. 

A basic item providing this con- 
tinuity is a series of bulletin board 
posters, each dealing with a spe- 
cific point made in the booklet. 
For example, the booklet points 
out that it is important to keep 
noise in the hospital to a mini- 
mum. One poster (at left) bears 
the message, “Softly, please! 
Wouldn’t you hate to be ill in a 
noisy hospital? You'll win the 
thanks of our patients by speaking 
and moving quietly.” Another 
poster (page 40) asks, “Heard 
yourself lately? Over the telephone 

. and at all times .. . a pleasant, 
courteous voice wins friends for 
you and for your hospital.”’ 

The 12 posters developed thus 
far are designed to be used in 
sequence one after another at 
regular intervals. Each will be ac- 
companied by an editorial for use 
in employee publications, a pay 
check attachment setting forth a 
parallel message, and various other 
materials and suggestions to help 
convert the current idea into prac- 
tical action in behalf of patients. 

In other words, the program is 
ready-made for those hospitals 
that choose to make use of it. All 
the administrator has to do to put 
the program into full effect in an 
institution is read the materials as 
they arrive, check the items he 
wishes to use, and give orders for 
the distribution of the materials. 
It is painless in operation, but the 
product of a great deal of study 
and development. 

While the approach and basic 
materials are the same in north- 
east Ohio and Michigan, there are 
individual variations in the ways 
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Cvergoue war so nice. 


Rowan Memorial Hospital 


Salisbury, North Carolina 


FOR YOUR INFORMATION 


My nome is 


Your room ithe daily room charge is $ 


Your Head Nurse is ES 


We suggest you limit visitors to only two (2) at a time. Visiting hours 
ore 1:00 p.m. to 8:00 p.m. 


Only husbends and grondporents are permitted to visit the mothers on 
Maternity (third floor ). 


Porents, or ao member of the family, may remain with oa child on the 
Pediatrics Unit with the approval of the Pediatrics Heod Nurse. 


Patients leaving a Nursing Unit ore requested to weor o robe. 
Children under 12 years may wait in the Lobby. 


A Hospitality Shop, located on the Ground Floor and operated by the 
Woman's Auxiliary as a convenience to patients and friends, is open daily. 


When the doctor writes your dischorge to go home, you may leove the 
hospital any time between 8:30 o.m. and 12:00 noon. If patients remain 
after 1:00 p.m., an additionol day must be charged. 


Hospital bills are submitted 7 days after admission, or upon discharge, 
and are payable weekly when received. 


The hospital cannot assume responsibility for valuables or persona! 
articles not in its custody. 


Please keep these notes. Call me if there is any way | can help you. 
Your Heod Nurse will inform me if you ask her. 


Form RMH 160 (Rev. 1-58) 


Realizing that the admitting office and the attitude of the ad- 
mitting personnel make or break a hospitalization, Rowan Memorial 
Hospital in Salisbury, N.C., recently introduced an information leaflet 
and the ‘‘buddy”’ system to help build better relationships between 
incoming patients and the admitting office. 

Each new patient receives a leaflet, entitled ‘For Your Informa- 
tion’’. The admitting clerk wrifes her name, the name of the nurse 
in charge of the patient’s unit, the patient’s room number and the 
cost of his room on the leaflet. The patient is advised to keep this 
slip, so that if he has any questions, he can contact the admitting 
clerk or nurse in charge of the unit. 

This leaflet gives the patient someone in the hospital whom he 
can call by name when in need. It also helps the admitting clerks and 
nurses assume a more personal re-ponsibilily to see that their 
patients are satisfied. Not only have the information leaflet and 
“buddy” system resulted in more satisfied patients, but they have 
also proved to be an important help in dea!_ng with what is probably 
one of the most unpleasant facets of a hospitalization—the finances. 
E. H. HEYD, director, Rowan Memorial Hospital, Salisbury, N.C. ® 


they are used by the two organi- 
zations and, indeed, by individual 
hospitals. 


VARIATIONS ON THE THEME 


Some of the hospitals use the 
materials exactly as they are sup- 
plied, some imprint their names 
on the materials, and some develop 
materials of their own to supple- 
ment basic supplies. In some cases, 
administrators have called special 
meetings of employees to discuss 
the entire matter of relationships 
with patients, visitors and others. 
Some of the material developed 
for the program is being incorpo- 
rated into manuals, handbooks and 
other literature for employees. 
Some of it is being used in orienta- 
tion programs. 

In all cases, the program is suf- 
ficiently flexible to be fitted into 
the regular pattern of operation 
of the individual hospital. It was 
the feeling of the public relations 
committees of both groups that 
they should concentrate on pro- 
viding public relations help along 
lines beyond the resources of most 
hospitals individually. They also 
felt this should be done in such a 
way to allow adaptability to indi- 
vidual needs. 

This. in other words, is an or- 
ganized approach to a public rela- 
tions need that is being felt in- 
creasingly by most hospitals. It is 
basically simple in operation at 
this point and it deals with ele- 
mentary matters, but its under- 
lying principles can be developed 
to patterns of procedure that can 
be applied to more complex needs. 
If we succeed in this, we can en- 
vision our program moving on to 
the point at which our employees 
will become much more potent 
public relations ambassadors with- 
in their respective hospital com- 
munities. 

Today we are concerned with 
such matters as sympathy, cour- 
tesy, kindness, consideration for 
patients. Ultimately we hope to 
advance to employee education in 
such matters as the nature, 
economy, operation, needs and 
problems of hospitals. If we can 
give our employees better under- 
standing of hospital fundamentals 
such as these, we are sure that 
they will become a_ tremendous 
force helping to spread better un- 
derstanding. 
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TRENDS 


LIABILITY 
INSURANCE 


NY ADMINISTRATOR would be 
delighted if conditions were 
such that next week he could pub- 
licly announce a reduction in hos- 
pital room rates. Such an an- 
nouncement certainly would make 
the headlines in the local papers. 
It would be newsworthy because 
it would be something contrary to 
present day trends. 

But what are the possibilities of 
such an event? I daresay they are 
quite remote. All the multitude of 
expenses incurred in maintaining 
hospital facilities in suitable con- 
dition are certainly not going 
down. The inflationary conditions 
encountered in most phases of our 
every-day existence have a telling 
effect on the hospital business. 

These same economic conditions 
preclude any general reduction in 
the premiums for hospital liability 
insurance. The costs incurred by 
casualty insurance companies are 
ever increasing. This is true with 
respect to not only the losses that 
are paid out to claimants in ac- 
cordance with the provisions of 


Richard H. Elliott is manager, General 
Liability Division, National Bureau of 
Casualty Underwriters, New York. 
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by RICHARD H. ELLIOTT 


The author outlines the more im- 
portant steps taken by the insurance 
industry in the rate making proce- 
dure for hospital liability insurance. 
He explains why, in his view, the 
outlook for a reduction in liability 


insurance rates is unlikely. 


the policy contracts but also the 
every-day expenses of running the 
business. 

Since the amounts hospitals must 
include in their annual budgets 
for the purchase of liability insur- 
ance frequently are appreciable, 
it should be of interest to adminis- 
trators to know some of the pro- 
cedures followed by insurance car- 
riers in arriving at premium 
charges. 

Methods used by the casualty 
insurance industry to determine 
what must be charged for the 
product it is selling cannot be 
identical, of course, with those fol- 
lowed by one who sells a tangible 
product or provides the public 
with a specific service. The latter 
type of businesses can generally 
tell with a high degree of accuracy 
at. the time the sale is made what 
the total cost of manufacturing 


their products or performing their 
services will be. The major costs to 
the casualty insurance company, 
however, consist of the claims to 
be made against their insureds 
during the term of the policy. The 
financial obligations of the carrier 
are just starting when the policy 
is first issued. To determine in 
advance what these are likely to 
be calls for the application of ac- 
tuarial science. 


WIDE STATISTICAL BASE NEEDED 


The proper development of ap- 
propriate rates for any kind of 
insurance requires a suitable base 
of statistics. In simple terms, the 
insurance actuary can use the 
actual experience figures of the 
past as a basis for predicting quite 
accurately the expected experi- 
ence of the future. To do this, 
however, he must have a sufficient 
volume of past experience data. 
For instance, the fact that a cer- 
tain individual hospital has been 
fortunate enough to have avoided 
any third party liability claims 
during the past year cannot be 
taken as any reliable indication 
that it will not incur some liability 
during the course of the coming 
year. Essentially, the actuary works 
on the theory of large numbers. 
If he has the past experience of a 
large number of individual hos- 
pitals, he can predict the future 
experience, not of any one mem- 
ber of the group, but of: the en- 
tire group in the aggregate. 

Since the larger the body of 
Statistics that is available to the 
actuary, the more accurate may be 
his predictions, and since no one 
insurance company by itself writes 
liability insurance on enough hos- 
pitals to warrant sufficient credi- 
bility for rate making purposes, 
it is desirable to have the experi- 
ence figures of a large number of 
insurers combined. The National 
Bureau of Casualty Underwriters 
affords the necessary facilities for 
such combination. 

The bureau is licensed as an in- 
surance rate making organization 
by the insurance departments of 
the several states and performs its 
functions as such in accordance 
with procedures approved by the 
insurance departments. Each year 
member companies and _ service 
subscribers submit to the bureau 
their experience data. 
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Statistics of different carriers 
cannot be combined for rate mak- 
ing purposes unless they are sub- 
mitted on comparable bases and 
represent identical insurance cov- 
erages. Thus, quite an elaborate 
statistical program is established 
by the national bureau, approved 
by the state insurance depart- 
ments and followed by all com- 
panies that file data with us. Fur- 
thermore, the insurance contracts 
written by bureau members and 
service subscribers afford identi- 
cal coverage so that the experi- 
ence figures, i.e., the premiums, 
losses and exposure figures, are 
representative of identical condi- 
tions regardless of which member 
company submits the information. 


FACTORS EFFECTING RATES 


So that administrators may have 
a better understanding of what is 
behind the rates that appear on 
hospital insurance policies, a brief 
outline of some of the factors that 
must be considered follows: 

@ Time lag between experience and use 
of data must be considered. 

Each year the experience data 
which are filed with the National 
Bureau by the various insurance 
carriers are combined into exhibits 
to be reviewed by our actuaries 
and underwriters. Generally, these 
exhibits include the experience 
covering a period of five years. 
A serious probiem is created, how- 
ever, by the fact that this five year 
period cannot be brought right up 
to the time of the review so that 
there is a considerable lapse of 
time between the period during 
which the experience was actually 
incurred and the period for which 
the developed rates are to be used. 
For example, at the present time 
we are in the process of reviewing 
experience for possible revisions 
in rates to be in effect principally 
in 1959. The latest experience 
available to us for this review is 
that for policy year 1955, that is, 
the experience of all policies writ- 
ten during calendar year 1955. 
This includes policies effective 
during December of 1955 which 
did not expire until some time in 
December of 1956. 

The current inflationary spiral 
of our entire national economy re- 
sults in an ever increasing cost of 
settling insurance claims. For ex- 
ample, the country-wide average 
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claim cost for owners’, landlords’ 
and tenants’ bodily injury liability 
insurance (so-called “premises 
coverage”) has increased 28.3 per 
cent from policy year 1950 to 
policy year 1954, Accordingly, the 
insurance actuary must recognize 
that the economic conditions 
prevalent during the time the ex- 
perience being reviewed was in- 
curred are not likely to be the 
same as those to be expected in 
the future. 

@ Presently unsettied or unknown claims 
may have to be paid in the future. 

While the considerable time lag 
between the period represented by 
the experience data and the period 
during which the developed rates 
are to be used does present prob- 
lems, it nevertheless permits ‘the 
use of more mature data. Policy 
year data developed through sev- 
eral successive years reflects 
changes, both upward and down- 
ward, in outstanding losses not 
yet finally settled. As soon as an 
accident is reported to the insur- 
ance carrier, it is investigated, and, 
should the facts warrant it, a claim 
reserve is established on the car- 
rier’s books. The amount of this 
reserve represents the best judg- 
ment of trained claims personnel 
as to the ultimate cost to the in- 
surer of the particular accident. 
Frequently the case is not finally 
settled for many months or years, 
particularly if it is necessary to 
process the claim through already 
overcrowded court calendars. 

In connection with. the profes- 
sional liability lines of insurance 
—those covering the liability of 
hospitals and physicians, surgeons 
and dentists arising out of the 
rendering or failure to render pro- 
fessional services—there is an- 
other important consideration that 
must be taken into account in the 
analysis of past losses. This in- 
volves what we term “incurred 
but not reported” losses. To a much 
greater extent than is true with 
respect to other forms of third- 
party liability insurance, claims in 
the case of malpractice insurance 
may be made long after the ex- 
piration of the policy. 

In the last general revision of 
hospital professional liability rates 
promulgated by the National 
Bureau in 1955, it was thought 
necessary on the basis of available 
statistics to increase the basic 


limits incurred losses on known 
cases for the latest policy year by 
30 per cent to reflect the expected 
ultimate emerged losses on the 
unknown cases. Since the earlier 
policy year data are more mature, 
however, it was possible to use 
lower adjustment factors for such 
years. For example, the incurred 
losses for the immediately pre- 
ceding policy year were increased 
10 per cent and those for the 
policy year before that were in- 
creased only 5 per cent. 

@ Legislation or court decisions may 
change future liability. 

There is another major factor 
that must be taken into account 
to insure the development of ac- 
curate rates. Insurance carriers 
are concerned with protection for 
the liability imposed upon the in- 
sured hospital by law. When this 
liability is changed either as a 
result of legislation or through 
court decisions, some consideration 
must be given to the necessity of 
an adjustment in the data repre- 
senting the experience of the past 
to reflect the changed conditions 
to be met in the future. This is 
particularly important with re- 
spect to charitable institutions. Ob- 
viously, the experience incurred 
by insurance carriers in connec- 
tion with risks who have some 
degree of immunity from tort lia- 
bility cannot be taken as an ac- 
curate indication of what the fu- 
ture experience might be if there 
has been a substantial change ef- 
fecting such immunity. 


FUTURE RATE INCREASE SEEN 


Having given this brief outline 
of some of the theoretical back- 
ground of liability insurance rates, 
let me now comment on what may 
be in store for the future. Since 
final conclusions have not been 
reached by the Bureau's actuaries 
and underwriters as to what rate 
revisions should be submitted to 
the various state insurance de- 
partments, I cannot at this time 
quote any specific figures. For the 
reasons previously mentioned, 
however, generally the premium 
charges for premises bodily injury 
liability coverage, i.e., owners’, 
landlords’ and tenants’ bodily in- 
jury liability insurance, are going 
to increase. The amount of in- 
crease will vary by state and in 


(Continued on page 102) 
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INTERNATIONAL Hospital 

Federation meeting this year 
was a study tour of 13 hospitals 
in Western Germany and partici- 
pation at the first German Hospi- 
tal Day in Cologne, Germany. The 
officers and staffs of the German 
Hospital Association and the Fed- 
eration did an outstanding job of 
planning and conducting the tour. 
It was an educational and social 
experience I. shall never forget. 
Two hundred and fifty-eight per- 
suns were on the tour. Twenty- 
two countries were represented, 
and there were thirteen repre- 
sentatives from the United States. 

The last two days of the tour 
were spent at the German Hospi- 
tal Exhibition on the occasion of 
the first German Hospital Day. 
The outstanding speaker was West 
German Chancellor Konrad Ade- 
nauer. The exhibits were very 
good. For instance, there was a 
complete boiler room for a five 
hundred-bed hospital in operation 
with utilities hooked up. It was a 
big and spectacular show as the 
exhibits occupied more space than 
the exhibits at our annual con- 
vention. 

From Cologne we proceeded to 
Brussels and attended the Belgian 
Hospital Congress. It was a very 
interesting meeting, and the Bel- 
gian health éxhibit at the World’s 
Fair is outstanding. 


I HOPE YOU HAVE read the AHA’s 
annual reports. If you have, I am 
sure you are impressed with the 
many and varied activities in 
which the Association is engaged. 
A great deal has been accomplished 
this year, and I am very apprecia- 
tive of the great amount of time 
and guidance given by all com- 
mitteemen, councilmen, trustees 
and staff. I am also appreciative 
of the support which you, the 
membership, are giving to Asso- 
ciation activities. Actually, mem- 
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your fresident reports 


bership support is the only key to 
progress in our type of association. 

Review committees of the House 
of Delegates are scheduled to meet 
on Sunday, Aug. 17, at the Palmer 
House in Chicago. The member- 
ship is not only invited but is 
urged to attend and participate in 
these meetings. I hope you choose 
the activity area of your choice 
and make your plans to attend. 
The review committees are an- 
other communications media 
started last year in order for the 
delegates and the membership to 
better understand the _ actions 
enumerated in the annual reports. 
The review committee meetings 
also give the dzlegates and the 
membership the opportunity to 
make suggestions for future pro- 
gram. 

We have many continuing ac- 
tivities on which further emphasis 
will be placed during the next as- 
sociation year. Of great impor- 
tance is the field services division 
and the counseling program. I am 
hopeful that a more effective pro- 
gram of recruitment for hospital 
careers can be developed. All coun- 
cils are involved to some extent in 
the development of an effective 
recruitment program. Late last 
year what should be a major con- 
tribution was begun by the Coun- 
cil on Hospital Auxiliaries. It will 
be a guide for teen-age volunteer 
programs aimed at acquainting 
teen-agers with hospitals and hos- 
pital careers. A new recruitment 
aid now available is the motion 
picture film “Helping Hands for 
Julie.” I am still of the opinion 
that all hospitais should participate 
in the expense of recruitment and 
teaching programs and not just the 
comparatively few hospitals that 
are now underwriting the expense. 

I do not anticipate an immedi- 
ate answer to the problem of 
financing the care of the retired 
aged. I am optimistic, however, 
that an answer will develop be- 


cause of the interest and activity 
of so many capable persons and 
groups of persons. We seem to be 
the only group that continues to 
categorize the aging population to 
any extent, and we do so by the 
word “retired.” After visiting in 
several European countries that 
have socialized hospital and medi- 
cal programs, I am more convinced 
than ever before that the solution 
to the problem should come from 
within our voluntary framework. 
I recommend for your study the 
chart of our organizational struc- 
ture, administrative regulations 
for council and committee actions 
and proposed by-law amendments, 
regulations for House of Delegates, 
revisions of by-laws and associa- 
tion regulations contained in the 
annual reports. You will know 
more about what to expect from 
the association if you understand 
how it functions and how it pro- 
poses to function in the future. 


Tae Is MY last report as Presi- 
dent in HOSPITALS, J.A.H.A. I look 
forward to my year as Immediate 
Past-President in anticipation of 
the same degree of enjoyment as 
I have had the past two years. I 
repeat the following from my an- 
nual report: I shall never be able 
to express the gratitude I feel at 
the honor which you have paid me. 
My deepest reward is in the satis- 
faction I personally feel in working 
with so many wonderful people, 
people who recognize as I do that 
the work in which we are engaged 
is almost overwhelming, one in 
which solutions to basic problems 
are not all at hand, but one which 
is constantly progressing toward 
even better care for the sick and 
injured in our lands. 


Tol Terrell, president 
American Hospital Association 
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The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on May 13, 
1958. 


INCIDENT REPORTING SYSTEM 


VOTED: To urge hospitals to estab- 
lish an incident reporting system; fur- 
ther 

To urge adoption of the Incident 
Report right], for use in conjunc- 
tion with the incident reporting sys- 
tem, and further, 

To print the Incident Report for dis- 
tribution to the Institutional members, 
Types I, Il, U1, and VI, and to allied 


hospital associations. 
MEMBERSHIP CHANGE 


VOTED: To amend the Administra- 
tive Regulations of Institutional Mem- 
bers, Type IV, Art. V — Election of 
Commissioners, Sec. 1, District Elec- 
tion, to read as follows (proposed 
amendment italicized): 

“In each odd numbered year the 
members in each odd numbered 
district shall elect one member of 
the Blue Cross Commission. In each 
even numbered year the members 
in each even numbered District shall 
elect one member of the Blue Cross 
Commission. Elections shall be held 
at least 20 days prior to the date of 
the Annual Conference and shall be 
by secret ballot. A commissioner 
elected or appointed to represent 
a district shall be (1) a member of 
the governing board or (2) the chief 
salaried executive or (3) a person 
having a position equivalent to that 
of a senior officer with consent of his 
chief salaried executive and board 
approval of his eligibility of a mem- 
ber located in the district. If an 
elected or appointed commissioner 
shall cease to have the foregoing 
qualification, he shall be ineligible 
to continue as a commissioner.” 


NURSING HOME LIAISON 
VOTED: To authorize establishment 


of a liaison committee with the Ameri- 
can Nursing Home Association, 


NURSING CONSULTATION 


VOTED: To develop a program for 
(Continued on page 97) 


ASSOCIATION SECTION 


INCIDENT REPORT 


(Last name 
“An incident is any happening which Person _. 
is not consistent with the routine (First name) 
operation of the hospital or the rou- 
Involved 


tine care of a particular patient. It 
may be an accident or a situation 
which might result in an accident.” 


(Middle initial). 
Mr. ( ) Mrs. ( ) Miss ( ) Child ( ) 
Male ( ) Female ( ) Age. 


Room State cause for 
Patient ( ) No. hospitalization a a 
Patient’s condition Disoriented ( ) Senile ( ) Sedated ( ) 
before incident: Normal { ) Other condition ke 
Were bed rails 
present? 
Was height of 
bed adjustable? Yes ( ) No ( ) Up ( ) Down ( ) 


Yes ( ) No( ) Up ( ) Down ( ) Ordered ( ) 


Home Home 
Visitor ( ) address soil es phone 
Employee ( ) Dept. Job title 

Occupa- Reason for presence 
Other ( ) tion at the hospital 


Property involved 
Equipment involved ( ) Describe 


Describe exactly what happened: why it happened; what causes were. If an 
injury, state part of body injured. If property or equipment damaged, describe 
damage. Use reverse side for additional comments 


Description of incident by person involved 


Name, address & phone 
No. of witness(es) 


Time 


Was person involved Yes ( ) 
Seen 


seen by a physician? No ( ) Where 
Physician’s name 


Statement of physician: 


i. 


Title & signature of 
person preparing report 


Date of 


- 


Recommendations to prevent similar incidents: 
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sulfa therapy. 


effective sulfa 
Midi levels for 24 hours 
with a single tablet 


‘Besides giving new to the term MIDICEL provides all these other signifi- 


cant advantages in sulfa therapy: broad-range antibacterial activity —eflectively combats many 


urinary tract infections, upper respiratory infections, bacillary dysenteries, surgical and soft tissue 


infections,due to sulfonamide-sensitive organisms - 1 tablet-a-day convenience —no missed doses 
- rapid effect—therapeuti¢ blooddevels promptly attained - well tolerated—high solubility and 
low dosage minimize possibility of crystalluria. 


Adult Dosage: Initial (first day) +2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2.Gm.) for s severe 
infections. Maintenance~ 1 tablet (0.5 Gm.) daily. 


Children’s Dosage: According to weight. See literature for details of dosage and administration. Available: 0.5 Gm.. 
quartet-scored tablets, bottles of 24, 100; and 1,000. 


yt 
PARKES, &B COMPANY - DETROIT 32, MICHIGAN. 
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ospitalized 
dependable, rapid 


No one is more aware than professional Héspital : that. in acute fluid 5 
retention (cardiac failure), a diuretic regimen is a And the diuretié used 
MUST be dependable—MUST always provide maximum therapeutic benefits 
rapidly, with minimal side effects. \ 
For this reason, the standard procedure in the majority of hospitals is initial injec- ~~© 
tion of MERCUHYDRIN to obtain the rapid, adequate diuresis that is often lifesaving. 
Once acute symptoms have been controlled, NEOHYDRIN, the proved, effective oral diuretic, maintains the edema- 
free state. 

The many years of dependable experience with MERCUHYDRIN and NEOHYDRIN have demonstrated that supple- 
mental potassium is usually not needed, and other special diets are rarely required. Therefore, this diuretic team 
saves precious time for hospital personnel and patient alike — time that may be utilized by the staff for other hospital 
tasks; time that shortens hospital stays. ° 


standard for initial control for maintenance of the edema-free state 
of severe failure 


MERCUHYDRIN’ | NEOCHYDRIN’| NECHYDRIN’ 
(Brand o eralluride Injection tum (Brand of Chlormerodrin) VITAM ay 


(Brand of Chlormerodrin with B*complex and 
ascorbic acid) 


LAKESIDE 
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Atofessional hractice 


SALARIED 
NURSE-INTERN 
CONCEPT 
LENDING 

NEW VIGOR 
TO SCHOOL 
OF NURSING 


by EDITH D. PAYNE 


N AN ARTICLE published in the 
June 1, 1957, issue of this 
Journal, John P. Bent and Karl S. 
Klicka, M.D., discussed the reasons 
for and ramifications of the merger 
of St. Luke’s and Presbyterian 
hospitals in Chicago. Among the 
problems cited by the authors was 
the development of an expanded 
school of nursing created by the 
consolidation of the two hospitals. 
Although no definitive evaluation 
of the program now offered at the 
Presbyterian-St. Luke’s School of 
Nursing can be made until 1960, 
an account of the educational, 
physical and public relations prob- 
lems posed by the merger of two 
hospital schools may illuminate 
some basic principles and suggest 
potential solutions to such prob- 
lems. 


Edith D. Payne is director of nursing, 
Presbyterian-St. Luke’s Hospital, Chicago 
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INTRODUCTION 
by KARL S. KLICKA, M.D. 


HIS PROGRESS report on the 

School of Nursing program 
initiated at Presbyterian-St. Luke’s 
Hospital in Chicago in September 
1957 is of more than usual in- 
terest for a number of reasons. 
The program it describes, result- 
ing from a merger of Presbyterian 
and St. Luke’s Hospitals, is the 
largest. diploma school currently 
operated by a voluntary hospital in 
the United States. 

The program features a concen- 
tration of basic nursing education 
during the first two years and a 
third year of internship. During 
the third year students are to re- 
ceive a modest wage sufficient to 
cover living expenses outside the 
school proper. They will work a 
40-hour week during this final 
year under the supervision of 
clinical instructors. 

It seemed proper to report this 


Kari S. Klicka, M.D., is the director of 
Presbyterian-St. Luke's Hospital, Chicago. 


When the 203 freshmen students 
registered in September 1957, they 
enrolled in a new program to 
which many people had devoted 
a year of planning and activating. 
The Presbyterian-St. Luke’s “edu- 
cation nursing-internship” 
curriculum never could have been 
offered an incoming class less than 
a year after its conception without 
the participation of many inter- 
ested people. 


APPROACH WAS REALISTIC 


From the very outset (in April 
1956 Presbyterian and St. Luke’s 
hospitals officially merged and em- 
barked upon an $18.5 million de- 
velopment program), only the 
most realistic approach to cur- 
riculum planning and physical 
facilities was used by individuals 
and groups involved in the project. 

Two of the chief aims were to at- 


program because it is a large-scale 
demonstration of a new approach 
to nursing education. The program 
will permit the education of one 
third more nurses in any given 
school of nursing merely by adding 
additional classroom space. It at- 
tracts applicants in a remarkable 
way. The number of applicants for 
the new program has increased 
markedly over that of recent years. 
Attrition rates are expected to be 
10 to 15 per cent rather than the 
national average of 30 per cent. 
Planned estimates indicate no in- 
crease in operating costs after the 
program is fully operating with a 
class in its internship. 

It has been our feeling that 
nursing education needs a “new 
look” to make it more competitive 
with other forms of education for 
young women. The new approach 
embodied in the program described 
here has demonstrated a definite 
new attractiveness and the pro- 
gram is off to a running start. 


tract students to the school and in 
so doing, increase the number of 
graduate nurses in the Chicago 
area. Neither of these aims, how- 
ever, could be deflected by creat- 
ing an expedient compromise in 
the quality of the curriculum or 
students to be educated. The board 
of trustees and administration of 
the hospital supported the solution 
to this dilemma even though the 
ultimate objective of graduating 
increased numbers of qualified 
nurses will be attained only by ac- 
cepting an initial “lean year” of 
available service from _ student 
nurses. When the last of the classes 
currently completing their educa- 
tion in both the Presbyterian and 
St. Luke’s hospitals has been grad- 
uated in September 1959. the 
freshmen class of 1957 will become 
salaried nurse-interns at the 
merged hospital facilities in the 
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West Side Medical Center. Until 
that time, both hospitals will be 
deprived of a full complement of 
student nurses to render the usual 
service credited to each school. 


In October 1956, the nursing 
committee of the board of trustees 
accepted a proposed plan for the 
new school. Predicated on the prin- 
ciple that the quality and pattern 
of the curriculum would attract 
superior applicants, the plan pro- 
jected two years of academic and 
clinical experience and a third 
year of salaried nurse-internship. 
A number of educational factors 
substantiated this recommenda- 
tion: | 

1. In most three-year diploma 
schools, the senior student as- 
sumes graduate nurse responsi- 
bilities. 

2. Increasing and constantly 
changing demands on the nursing 
professional dictate the revision 
and reconstruction of a program in 
nursing education to prepare the 
nurse for her new professional 
function and service. 

3. Graduates of other two-year 
programs who have taken state 
board examinations have equaled 
or surpassed scores achieved by 
graduates of three-year programs. 


NO ALTERNATIVE SEEN 


In our thinking, there was no 
alternative to submitting the two- 
year proposal if we were to dis- 
charge our moral obligation to 
prospective student nurses and 
the communities they will serve. 
The enrollment of the new school 
was determined by the fact that 
the merged institution must grad- 
uate as many nurses as the total 
number formerly prepared in both 
of the hospital schools. 

In building curriculum, the pri- 
mary purpose—to prepare a stu- 
dent nurse to assume a first-level 
position in her profession—oriented 
all of our thinking. In no respect 
does the present plan represent a 
diluted or adapted version of the 
curricula formerly offered in the 
two schools. Nor does our present 
program in any way indict either 
of those programs. We have con- 
structed a curriculum to achieve 
and meet objectives created by the 
merger and the times. 

In our curriculum pattern, we 
have emphasized the need for a 
student to learn the norms rather 
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than deviations of human be- 
havior and response. To help the 
patient adjust to the reality and 
climate of his hospitalization, the 
nurse must be skilled and able to 
perceive the “private world” 
which his illness or debility tem- 
porarily invades or alters. To help 
the patient respond to medical and 
nursing care, the nurse must un- 
derstand the patient’s individuality 
and help him to plan his ultimate 
rehabilitation and life at home, at 
work and in the community. As 
she plans and gives bedside care, 
the nurse works with the various 
employees and medical staff mem- 
bers who actively participate in or 
contribute to patient care. Success 
of her relationships with these in- 
dividuals and her compatibility 
with visitors and the public de- 
pend upon her sensitivity to their 
points of view and behavior. 


CURRICULUM IS BROAD 


The curricular content and ex- 
perience have been planned to 
acquaint students with the prin- 
ciples and ‘practice of nursing, 
communication and interpersonal 
relations. In general education, we 
have developed courses in natural 
science, social science and com- 
munication that will contribute to 
the student’s knowledge and ap- 
plication of principles in her care 
of a patient. 

Instructors in nursing helped to 
plan all courses, including those 
in science, social science, psychol- 
ogy, communication, and other 
general fields. Instructors in the 
general education area present the 
content and principles of their 
fields in a continuity complement- 
ing the student’s experience in the 
hospital. 

To the student whose ambition 
to become a nurse influences all of 
her learning and achievement, this 
articulated curriculum makes a 
great deal of sense. Our freshmen 
talk and work with the patients 
from the very beginning. Before 
they have completed their experi- 
ence in medical-surgical, maternal 
and child care, and in psychiatric 
nursing care, they also will have 
learned about the whole cycle of 
a patient’s experience. 

We are convinced that a nurse 
versed in all aspects of patient 
care will be sensitive to the pa- 
tient’s responses and point of view 


and will also be aware of the con- 
tributions and points of view of the 
administrator and employees. If 
her training is restricted or one- 
sided, she will be unable to carry 
out her full responsibility in pa- 
tient care and relations. 

During her two years as a stu- 
dent nurse, the student will be 
stimulated to explore and learn 
about many phases of the physi- 
cal, emotional and spiritual facets 
of a patient’s condition, response 
and welfare. To the degree that 
our students develop such profes- 
sional curiosity, the Presbyterian- 
St. Luke’s program will fulfill the 
basic philosophy followed in its 
development. As a faculty, we be- 
lieve that “as a professional per- 
son, she (the nurse) realizes that 
nursing is a self-directed, inde- 
pendent profession which assumes 
responsibility for the care and re- 
habilitation of the sick, prevention 
of illness, and promotion of health 
carried on cooperatively with other 
health services.” 

This philosophy, the curriculum 
and the “nurse-internship” plan 
attracted many applicants. Last 
year the school’s recruitment pro- 
gram yielded unusually fine re- 
turns; we were able to select an 


excellent class from an unprece- 


dented mumber of candidates. 
These candidates said they were 
attracted by the quality of the 
courses, the immediate clinical ex- 
perience, the opportunity to earn 
money in the third year and the 
policy permitting students to 
marry. 

When the first students com- 
pleted their first quarter of in- 
struction and experience in De- 
cember 1957, they made a number 
of constructive comments. They 
said they were satisfied and stimu- 
lated by their experience with pa- 
tients. The fact that they were as- 
signed to patients so early in their 
program was a motivating factor. 
Through this clinical experience, 
they were able to sense the cor- 
relation among all of their courses 
and appreciate the practical nature 
of the content and application of 
the courses. Neither they nor their 
instructors lost sight of the fact 
that learning to give nursing care 
to patients was the focus of all 
that they were expected to learn 
and do. 

In creating a school the size of 
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the Presbyterian-St. Luke’s pro- 
gram, the individual was not sacri- 
ficed to “assembly line” instruc- 
tion and experience. Actually, the 
instruction and selection of ex- 
perience have been individualized. 
Otherwise, we would have failed 
to perpetuate the reputation of 
each of the merged schools and 
assume the responsibility and op- 
portunity that the merger created. 

The students also realize the 
importance of their own develop- 
ment as individuals. In courses 
presenting concepts and discussion 
of the growth of the individual, 
the development and significance 
of the nursing profession in con- 
temporary American culture, these 
students will become aware of 
much that is personally important 
to them. They endorse the idea 
that the nurse should understand 
and respect herself, value her own 
spiritual convictions and those of 
others, and assume the responsi- 
bilities of a citizen. To date, the 
interest and enthusiasm of stu- 
dents for the curricular pattern 
have strengthened our belief in 
the entire program. 


NOTES AND COMMENT 


Health program for hospital employees 


The following paragraphs discussing guiding principles for an occupa- 
tional health program in a hospital employee group were written by 
Carey P. McCord, M.D., editor of Industrial Medicine and Surgery, and 
appeared in the April 1958 issue of that journal. 

For some, semantics serve as a barrier to the easy recognition that a 


hospital is an industry to the same 
extent that a city’s police depart- 
ment is an industry. Many other 
occupational pursuits fall into 
the same category. There is no 
insistence that employees in 
these many activities be listed as 
industrial workers. Such persons 
regard themselves as far remote 
from the usual classification of in- 
dustrial worker. Regardless of all 
distinctions, such employees are 
entitled to a full measure of pro- 
tection against all manner of 
health affronts in their work en- 
vironment. 

The divisions of personnel in a 
hospital include the managerial 
and professional staffs, nurses, 
salaried nurse trainees, nurses’ 
aides, technicians, clerical work- 


ers, dietitians, maids, orderlies, 
janitors, and engineers, among 
others. Medical students, not be- 
ing salaried, lack the legal status 
of the mentioned groups, but are 
entitled to adequate protection 
under all circumstances. 

In number and severity, the 
harmful exposures attendant to 
hospital employment are equiva- 
lent to those found in many manu- 
facturing activities: however, the 
exposures often are peculiar to 
this form of employment. The 
chief source of danger comes from 
patients with communicable dis- 
eases, or, from those who, being 
sometimes aberrant, may engage 
in acts of violence. In turn, pa- 
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by VICTOR M. FARNETI 


of the routine functions of 
carrying on a business activity 
have been handed over to ma- 
chines. In hospital circles, where 
the cost of labor makes up such a 
large part of the total operating 
expenses, talk of “automation” and 
“labor-saving devices” has special 
significance. 

Eighteen months ago, the “card 
system” used in the purchasing 
department of Harper Hospital in 
its functions of purchasing and 
storing supplies and keeping a 
perpetual inventory was replaced 
by the punched cards of the hos- 
pital’s electronic data processing 
machines. While these machines 
are most often thought of in con- 
nection with large national or- 
ganizations with tremendous vol- 
umes of paper processing, records 
and reports, smaller organizations 
can also benefit from the machines 
by using them in as many ways as 
can be devised. 


y RECENT YEARS more and more 


Victor M. Farneti is assistant purchas- 
ing agent at Harper Hospital, Detroit. 


fuuschasing 


DETROIT’S HARPER HOSPITAL FINDS— 


PUNCH CARDS 


CUT INVENTORY INVESTMENT 


A weekly report of inventory 
changes, ready eight hours after cut- 
off time, is one of the chief ad- 
vantages described by the author of 
the punch card perpetual inventory 
system at Detroit's Harper Hospital. 
In use only a comparatively short 
time, the system still has shortcom- 
ings, the author reports, but im- 
provements are constantly being 
worked out. 


At Harper Hospital, an institu- 
tion with 663 beds and 70 bas- 
sinets, integrated data processing 
is carried on in the machine ac- 
counting department under the 
supervision of the controller. An 
important function of the ma- 
chine accounting department is the 
scheduling of the machines for 
fullest utilization and developing 
new applications for them. The 
perpetual inventory work at Har- 
per is especially flexible and was 
easily fitted into the weekly 
schedule. 

In addition to its use in inven- 
tory keeping, the system is used 
to compile data, issue reports and 
collect infofmation about the fol- 
lowing: 


Payroll and pay checks 
Patient census 

Medical records 

Labor distribution 
Special studies 

Other possible applications of 

the system include: 
Accounts payable 
Patient accounts receivable 
General ledger 
Personnel statistics 
Admissions 

This article is concerned only 
with describing the use of data 
processing equipment in the Har- 
per Hospital perpetual inventory 
system, mentioning some of the 
advantages the system holds for 
the hospital purchasing agent, and 
pointing out some of the draw- 
backs of the particular system now 
in operation at Harper. 

It should be made clear that the 
system has been in use only a 
comparatively short time at our 
hospital and its fullest uses prob- 
ably have not yet been developed. 
Other organizations using punch 
cards may tabulate information 
that we do not. Almost any type of 
information can be collected by 
the machines; there is no limit to 
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the length of a report—only a 
necessity for economy of time and 
money. 

To start a punch card perpetual 
inventory system, the purchasing 
department must furnish the fol- 
lowing data: Description of item, 
unit of issue and unit cost, a stock 
number, and maximum and mini- 
mum stock to be kept on hand. 
This information forms the basis 
for a weekly perpetual inventory 
report compiled by machine (see 
figure). 

The machine accounting de- 
partment obtains all of its infor- 
mation directly from the purchase 
order, receiving ticket and com- 
pleted stores requisition. 

When the machine accounting 
department receives a purchase 
order, a card is punched on the key 
punch machine with the stock 
number, quantity ordered and the 
date. This is the information that 
is included in the “on order” 
column of the weekly status re- 
port. 

When machine accounting re- 
ceives a receiving ticket, another 
card is punched with the stock 
number and quantity of units re- 
ceived. This information is added 
to the “on hand” column and sub- 
tracted from the “on order” column 
of the weekly report. 

When a completed requisition is 
received in the machine account- 
ing department, another card is 
punched with the stock number, 
the quantity of units issued, and 
the department to be charged. 
This is the information that is sub- 
tracted from the “on hand” col- 
umn. 

The above are the only changes 
made routinely during the week. 
At cut-off time, all the week’s 
punched cards are placed in the 
sorting machine along with two 
additional cards: 

1. A “static” card carrying the 
stock number, unit, description, 
maximum and minimum quantity 
of an item. This card carries in- 
formation which does not change 
from week to week on the report. 

2. A “summary” card carrying 
the previous week’s information. 
This information is contained in 
the columns marked “on hand”’, 
“below minimum”, “on order”, 
“issues to date this month’, “is- 
sues to date this year”, and “day 
of last issue”. The summary card 
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also carries the unit price, which 
is used for accounting purposes. 


MACHINE ASSEMBLES CARDS 


These two cards are placed in 
the sorting machine along with the 
new punched cards and the ma- 
chine assembles all the cards in 
numerical stock order. 

The assembled cards are run 
through another machine, the tabu- 
lator, which recalculates all the 
quantities and punches a new 
summary card. The new summary 
card and the static card now con- 
tain up-to-date information, which 
is printed automatically on the 
ruled stock status sheets. 

While it is printing, the tabu- 
lating machine performs the fol- 
lowing operations: 

1. Adds and subtracts from the 
“on hand” column. 

2. Adds an asterisk if the “on 
hand” quantity is below minimum. 

3. Adds to “issues to date this 
month” column and “issues to date 
this year” column. 

4. Adds and subtracts in “on or- 
der” and “day of purchase order” 
columns. 

5. Brings “day of last 
column up to date. 

These two operations generally 
require a total of approximately 
four hours of machine time on the 
sorting machine and _ tabulating 
machine. An average of 2650 items 
are processed per week. 

One of the chief advantages of a 
punch card perpetual inventory 
system is that a complete report of 
all items is available at the end of 
each week. When a representative 
of a certain supplier calls, all items 
supplied by that company can be 
reviewed and ordered, if neces- 
sary, at one time. Vendors some- 
times state the minimum quantity 
of items or the minimum dollar 
value that an order can have to 
qualify the buyer for a special dis- 
count. The new system does not 
provide the vendor’s name, but an 
old inventory sheet can be marked 
in pencil and kept on the desk for 
quick reference. Regardless of 
when the vendor arrives, the pur- 
chasing agent is prepared to place 
an order without delay or leaving 
the office. 

With the old system, only the 
items which were below the mini- 
mum required to be on hand in 
the storeroom were referred to the 


issue”’ 


In order to 


purchasing agent. 
place a large enough order, the 
balance of the items would have 
to be reviewed and the purchas- 
ing agent would find it necessary 
to consult the record cards in the 
accounting department, interrupt 
the inventory clerk’s routine, and 
write the desired information in 
pencil. 

The new system not only saves 
the time of the purchasing agent, 
but also reduces the length of the 
sales representative’s visit. In 
addition, when new vendors are 
being interviewed, complete in- 
formation is at hand regarding 
description of items and consump- 
tion to date. The vendor thus is 
able to quote his most accurate 
prices. 


INFORMATION UP TO DATE 


Another advantage of the sys- 
tem is that information is more 
up to date. It takes about four 
hours after cut-off time to collect 
and edit the final purchase orders, 
receiving tickets and requisitions 
and punch new cards. Since it 
takes only approximately four 
more hours of machine time (sort- 
ing and tabulating) to produce the 
stock status report, information in 
the report can be as little as eight 
hours old and in any case is no 
more than eight days old. 

By including the perpetual in- 
ventory in the data processing sys- 
tem the hospital saves money. At 
the present time, if the purchasing 
department were charged on an 
hourly basis for machine rental 
and overhead, the cost would be 
about the same as for the old card 
system. However, since sufficient 
machine time was available to ac- 
commodate the perpetual inven- 
tory operation, the hospital was 
able to save the cost of the old in- 
ventory system. 

Machine time required for keep- 
ing the perpetual inventory sys- 
tem amounts to less than 20 per 
cent of the total available. Other 
work occupies the machines an- 
other 50 per cent of the time. 

Since there is still more machine 
time available to accommodate ad- 
ditional work, as this work is 
added machine rental and salaries 
will be reduced proportionately for 
each job. The accounting depart- 
ment is now considering including 
patient accounts receivable on 
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punch cards. Because fixed costs 
would remain about the same, the 
cost for each job performed in the 
machine accounting department 
would be reduced. 

By adding stock consumption 
and unit price figures to the in- 
tegrated data processing unit, the 
accounting department has infor- 
mation available from which de- 
partmental costs are computed 
automatically. 


CATALOGUES EASILY PRODUCED 


Up-to-date catalogues can be 
produced fairly easily with the 
system. A card is always on hand 
in numerical order showing the 
stock number, unit of issue and 
description. If desired, the sort- 
ing machine can arrange the items 
in alphabetical order and up to 17 
copies can be run off in a few 
hours in the tabulating machine, 
depending on the type and thick- 
ness of paper used. When a large 
quantity of copies is required, the 
tabulator can print directly on a 
multilith paper master. 

If the arrangement of the cata- 
logue is to be different from that 
of the numerically arranged per- 
petual inventory, additional man- 
ual work is required. The machine 
can only place items in numeri- 
cal order or in alphabetical 
order. Any other arrangement, 
such as cross indexing, grouping 
of related items, or adding titles 
and subtitles, requires additional 
manual punching of cards and 
placing them in order manually. 

After a catalogue has been set 
up satisfactcrily, a duplicate set 
of cards can be automatically 
punched by the machine and left 
in the proper order for future 
printing of catalogues. Catalogue 
cards are kept up to date by mak- 
ing duplicate punched cards when 
there is a change in the regular 
perpetual inventory cards. 

Preparing a catalogue by ma- 
chine is obviously much faster 
than preparing and typing one in 
the conventional manner. 

In taking the annual inventory, 
we find it fast, accurate and com- 
plete to run off a card for each 
stock number containing the unit 
of issue and description of the 
item. We have the master card 
available, but in this case it is 
necessary to run the cards at a 
punch card service center because 
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our equipment will not print as 
much description on a card that 
we find necessary. In taking in- 
ventory in previous years, it was 
necessary for purchasing and ac- 
counting office personnel to start 
typing lists and cards several 
months in advance. 

perpetual inventory’ using 
punch cards is more accurate be- 
cause there are fewer chances for 
error. Information that is static, 
such as the stock number, unit of 
issue, description, and maximums 
and minimums, remains the same 
from week to week. Information 
that changes weekly naturally is 
only as accurate as those who are 
responsible: for it—same as with 
the card system. But if information 
given to the key punch operator 
is correct, chances are that the 
final report will have very few 
errors because of the methodical 
checking that is part of the sys- 
tem. Then, too, the fact that there 
are fewer steps in the system into 
which human error can enter is 
also on the side of greater accu- 
racy. 


SYSTEM HAS DRAWBACKS 


Although changes and improve- 
ments in the system at Harper 
Hospital are constantly being 
made, so far there are a number 
of drawbacks in the punch card 
system as compared to the regu- 
lar card system of inventory keep- 
ing. 

For example, there is no con- 
venient record of which depart- 
ment is requisitioning the material. 
This makes it difficult to determine 
which department to contact for 
information about an item to be 
purchased. Unless this is known 
through experience, a search of 
past requisitions is necessary. 

Because of this lack of separate 
information about departmental 
usage, it is difficult to provide a 
department with consumption fig- 
ures on a particular item if more 
than one department uses it. It is 
also difficult to ascertain changes 
in department consumption. If a 
product is being used on a trial 
basis in several departments, there 
are no separate records available. 

The present punch card system 
at Harper does not provide a con- 
venient record of the peaks and 
valleys of consumption during the 
year. The weekly stock status re- 


accumulated 
monthly and yearly figures, and 
does not show if items are used 
only in certain seasons or in cer- 


port carries only 


tain months. Rock salt, for ex- 
ample, is used only during the 
winter; it would be wasteful to 
carry a stock in the summer. There 
are other items not so obviously 
seasonal for which the regular card 
system would provide a history of 
usage. 

Another disadvantage of the 
machine system is that all infor- 
mation is given in totals. This is 
also true of a regular card sys- 
tem inventory report, of course, 
but if it is needed, all the infor- 
mation as to source, price and de- 
partmental consumption of an item 
is on one card. A complete history 
of the item is available for review 
for as many years back as desired. 
This information is not now avail- 
able on our present punch card 
inventory system. 


PRICES NOT SHOWN 

Finally, the punch card system 
now used at Harper does not show 
prices or sources of supply. This 
information could be included in 
the system, but because it was 
necessary to limit the size of the 
weekly report and because of the 
additional machine time and labor 
involved in punching the necessary 
cards, it was decided that this in- 
formation would be kept by the 
purchasing department. Keeping 
the record in the purchasing office 
eliminates some of the disadvan- 
tages of the lack of a history. 
Prices and sources are available 
for as far back as required. Ap- 
proximately two and a half hours 
per day are spent maintaining this 
record in the purchasing depart- 
ment. 

The following figures on the 
Harper Hospital operation may be 
useful for comparative purposes: 

In October 1957, our stores de- 
partment filled 1200 requisitions 
involving a total of 11,500 items. 
Based on a six-day week, this is 
an average of 45 requisitions per 
day. Requisitions contained an 
average of slightly more than nine 
items. 

Maintaining a perpetual inven- 
tory on 3070 items costs approxi- 
mately $7200 per year, or $2.35 
per stock item per year. These 
figures are based on an hourly ma- 
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chine charge and will be reduced 
as additional work is assigned to 
the machines. The yearly budget 
of the machine accounting depart- 
ment is between $30,000 and 
$35,000. This figure includes $12, 
000 for machine rentals. 

It would be difficult to guess how 
large a hospital would have to be 
in order to make efficient use of a 
punch card system. The rental on 
a basic key punch machine is $40 
to $50 per month. If enough work 
could be fed into the system 
(medical records, payroll, ete.), it 
might be practical to rent a key 
punch machine and hire an opera- 
tor and take the punched cards to 
a punch card service center for 
sorting and tabulating into a final 
report. This is how many punch 
card installations are started. 

FAST REPORTS VALUABLE 

To summarize this evaluation of 
the punch card perpetual inven- 
tory system at Harper Hospital, 
we believe that one of the biggest 
advantages of the system is having 
a complete report of each week’s 
changes within eight hours from 
the cut-off time. This feature has 
made it possible to reduce the 
capital investment in stores items. 

Cards and reports for special 
uses such as taking the annual in- 
ventory and analyzing inventory 
differences (between physical 
count and perpetual inventory 
count) are especially useful. These 
reports are usually available with- 
in a matter of hours rather than 
after days or weeks. Many reports 
now being furnished by the punch 
cards would not have been previ- 
ously considered because of the 
prohibitive costs involved. 

The ideal system would com- 
bine the advantages of both sys- 
tems. We have accomplished this 
in part by keeping source and 
price information by stock number 
in the purchasing department. 
Costs involved would not justify 
keeping records of departmental 
consumption. 

The punch card inventory sys- 
tem has raised a number of prob- 
lems and has failed to solve some 
of the others that existed under 
the old system. However, the 
longer we work. with the new 
system the more we come to de- 
pend on its prompt and complete 
weekly information. bd 
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globigil, and other such organisms. 


See one of our units on display at the 
A.H.A, Show, Chicago, August 18-21, Booth 773. 


the SILENT GLOW MEDICAL CREMATORY 
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Portable inkless duplicator 
(15C-1) 


Manufacturer's description: Because of 
the pumping system incorporated 
in this portable, fully automatic 
inkless duplicator, the fluid can 
be fed directly from the 1-gal. con- 
tainer in which the fluid is pur- 


chased. The unit will deliver up 
to 500 copies in as many as five 
colors in one operation. The ma- 


Fourth Ave., New York 16, N.Y. 


Aluminum plate covers (15C-2) 
Manufacturer's description: Available in 


equipment and review 


either silver or gold color finishes, 
this new line of plate covers was 
designed after extensive research 
with leading china manufacturers. 
The new covers come in a range of 
12 sizes which fit plates from 8 
to 11% in. in diameter. When not 
in use, the covers nest, keeping 
storage space to a minimum. 
Wear-Ever Aluminum, Inc., Dept. 
H, Wear-Ever Bldg., New Ken- 
sington, Pa. 


Disposable examining glove 


(15C-3) 
i 
only Ibs. Fordi Manufacturer's description: This new, 
grap orporation of America, 387 inexpensive vinyl plastic dis- 


posable examining glove conforms 
to the fingers, providing good 
tactile sensitivity. To facilitate 


and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


> If you wish to have your name sent direct to the manufacturers of products 


inkless duplicator (15C-1) 
_Aluminum plate covers (15C-2) 
examining glove (15C-3) 
___.. Standby generator (15C-4) 
___.Cylinder cart (15C-5) 


furniture (15CL-3) 
__._.Llibrary shelving (15CL-4) 
oe Casters and wheels (15CL-5) 


NAME and TITLE 


HOSPITAL 


PRODUCTS NEWS 

heater (15C-8) 

Automatic coffeemaker (15C-9) 
_. Direct feed spreader (15C-10) 
dry steam cleaner (15C-11) 
chair (15C-12) 

__.Acid pump (15C-6) card holder.(15C-13) 


___Microscope accessory (15C-7) Radiation warning signs (15C-14) 


PRODUCT LITERATURE 
__._Radioisotope programs (15CL-1) storage files (15CL-6) 
___Hospital casework (15CL-2) Shower mixing valve (15CL-7) 
tube boilers (15CL-8) 
Plastic laboratory ware (15CL-9) 


(Please type or print in pencil) 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


slipping on hand, each glove is 
powdered and ready for use. It is 


available in medium and large 
sizes, fitting the same as conven- 
tional glove sizes from 6% to 9. 
Emergency Kit Corp., Dept. H, 
1841 Broadway, New York 23, 
N.Y. 


Standby generator (15C-4) 

Manufacturer's description: This new 
unit utilizes a special gasoline or 
butane engine directly connected 
to a 3600 rpm alternating current 
generator suitable for up to 75 kw. 
capacity. The exciter efficiency is 
enhanced by the fact that it is of 
the static, mag amp type, rather 
than the conventional rotating 
type. This permits a shorter unit 
with improved voltage regulation 
and transients, and _ eliminates 
moving parts. The unit has un- 
usual portability. It is furnished 
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“the world's 


DEL 


wim TRUE HEAD-END CONTROL 


@ True head-end control of all positions 
@ Shift from labor to delivery with a single, swift control 


Telescoping leg section controlled from head end-— 


@ Universally adjustable crutch sockets 
®@ Simple, functionel, compact design 
®@ Stainless steel side panels on body, leg section 


@ Available os $-2602 with painted bose 


This distinguished piece of the Shampaine line 
brings to your delivery room many advanced features 
for greater speed, ease, safety ond patient comfort: 


body section remains stationary at oll times 


and front 


5-2602 with $-2602-SS$ stainless steel base 


WRITE FOR DETAILS 


1970 JEFFERSON 
st. MO, 
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either with remote (pushbutton) 
starting or with controls for com- 
pletely automatic operation. Stew- 
art & Stevenson Services, Dept. 
H, 4516 Harrisburg Blwvd., Hous- 
ton 1, Tex. 


Cylinder cart (15C-5) 

Manufacturer's description: New carrier 
unit has no handle or long vertical 
members, tan be stored in a space 
as small as 18 
by 24 by 24 in. It 
consists of two 
semipneumatic 
tires and two 
360-degree 
swivel casters 
mounted on a 
welded base 
plate formed to 
fit around the 
lower part of 
the cylinder 
body. This puts 
the center of 
gravity directly 
between the wheels, making it 
virtually impossible to upset the 
unit. The carrier is moved or 
turned by a gentle pressure on 
the upper part of the cylinder it- 
self. To place a cylinder on the 
cart or remove it, the nurse simply 
raises the rear casters until the 
base-plate is at floor level. Na- 
tional Cylinder Gas Division of 
Chemetron Corp., Dept. H, 840 N. 
Michigan Ave., Chicago 11, Ill. 


Acid pump (15C-6) 

Manufacturer's description: Pump screws 
onto any standard 5-pint acid bot- 
tle. Attached to 
the pump body 
are a siphon, a 
spout and a 4- 
ounce squeeze 
bottle, all poly- 
ethylene. Once 
screwed onto 
the bottle, the 
unbreak- 
able pump de- 
livers acid at 
the rate of 1000 
ml/minute with 
light, rapid squeezes of the squeeze 
bottle. Pressing the relief valve 
button stops the flow. Fisher Sci- 
entific Co., Dept. H, 350 Fisher 
Bldg., Pittsburgh 19, Pa. 


Microscope accessory (15C-7) 
Manufacturer's description: This versa- 
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tile instrument, which will fit any 
microscope with a monocular tube, 
has a prism lens 
system that pro- 
duces clearly 
defined images 
on a 5-in. diam- 
eter Fresnel lens 
viewing screen. 
The projected 
image has max- 
imum resolution 
and uniform 
sharpness. The 
coarse and fine 
focusing knobs 
of the microscope will bring the 
specimen in focus on the view- 
scope. William J. Hacker & Co., 
Dept. H, 82 Beaver St., New York 
AS 


Disk heater (15C-8) 


Manufacturer's description: For those 
using a dry heat 
serving system 
where the heat 
is derived from 
an aluminum 
disk placed in 
the hot plate 
server, the prob- 
lem of heating 
this disk safely 
and effectively 
has been a dif- 
ficult one. This newly developed 
electric appliance makes it possi- 
ble to heat the disks and achieve 
optimum conditions for serving hot 
foods from kitchen to patient. 
Savory Equipment, Inc., Dept. H, 
120 Pacific St., Newark, N. J. 


Automatic coffeemaker (15C-9) 
Monufacturer’s description: Utilizing 


soluble coffee, coffeemaker de- 
livers a cup of coffee within six 
seconds. A large tank automatically 
refills and main- 
tains hot water 
to a preset tem- 
perature. The 
unit holds 300 
cups of coffee so 
that operators 
can maintain a 
cost control 
system on cof- 
fee service. One 
button delivers 
coffee, a second button delivers hot 
water for tea, hot chocolate, or 
soup, and a third button rinses the 
unit internally. General Coffee Co., 


Dept H, 30 Rockefeller Plaza, New 
York 20, N.Y. 


Direct feed spreader (15C-10) 

Manufacturer's description; Attachable 
on any make of flatwork ironer in 
standard widths of 100, 110 or 120 
in., this new direct-feed-spreader 
eliminates sheet shaking and car- 
ries the sheet through the ironer 
without any guidance. It is driven 


by the 
auxiliary 
stalled in about 20 minutes and 
takes up no extra floor space. The 


ironer and requires no 
motor. It may be in- 


device consists of specially de- 
signed rolls wound spirally with 
copper tubing. One roll runs in a 
direction to feed the sheet or other 
work toward the ironer while the 
other rolls turn in the opposite 
direction and act to pull the sheet 
outward. The result is to spread 
the work. D. F. S. Laundry Ma- 
chine Co., Dept. H, 2464 Raleigh 
Drive, York, Pa. 


Electric dry steam cleaner 
(15C-11) 

Manvfacturer’s description: Operating on 
electric power and carrying its 
own water supply, this dry steam 
cleaner is designed for sterilizing 
and cleaning work areas and food 
handling equipment quickly and 
efficiently. Heavy grease, dirt and 
oil melt quickly under its impact 
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one roving x-ray unit safely provides 


high-power x-ray in every room 


of the Operating Room suite 


Every room on the O.R. floor can now enjoy 


high-power x-ray facilities fully equivalent to those 


of the regular x-ray department. Simply wheel 
the Picker OR 300 Mobile Unit to whichever room 
requires x-ray, plug it in, and you're all set for the job. 


Completely self-contained: there’s nothing to install 

in the several rooms except power outlets 

to run the machine. Safe to operate in explosive 

atmospheres, it permits use of any gaseous 
anesthetic. Get the facts about this remarkable 


apparatus from your local Picker representative. 


es 
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und hard-to-reach crevices are 
cleared rapidly of objectionable 
matter. Equipped with fittings 
made from nickel-bearing stain- 
less steel, the steam cleaner is de- 
signed for corrosion-free long life. 
Automatic Steam Products Corp.., 
Dept. H, 140 W. 3lst St., New 
York, N.Y. 


High-back chair (15C-12) 
Manufacturer's description: Designed for 


the convalescent patient, the back 
section of this new chair can be 
adjusted up or down by the pa- 


tient while he is still seated in the 
chair. The seating surface is higher 
than usually found on such chairs 
and has a low degree of pitch that 
makes it extremely easy for the 
convalescent to get in or out. The 
birch frame has a fully uphol- 
stered foam rubber seat and back 
rest. Carrom Industries, Inc., Dept. 
H, Ludington, Mich. 


Bed card holder (15C-13) 


Manufacturer's description: Bed card 
holder, made of stainless steel, 
has rounded corners to eliminate 


snagging of clothes. It will fit any 
style of bed and is attached by 
means of two tiny screws. The 
hardened spring steel clips will 
take any kind of instruction card, 
regardless of size or thickness. 
The slot on top takes a 1 by 3-in. 
slip for the patient’s and doctor’s 
name. Pfirm Products, Box 382, 
Dept. H, Middletown, Conn. 
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Radiation warning signs 


(15C-14) 
Manufacturer's description: Anyone in 
medicine who uses radioactive 


isotopes in a quantity large 
enough to expose personnel to ap- 
preciable levels of radiation can 
meet AEC recommendations gov- 
erning radiation warning signs 
with these two new aluminum 
signs. One sign is for areas where 
the radiation level exceeds 5 milli- 
rem per hour but is less than 100 
millirem per hour. The other sign 
is for areas where the radiation 


level exceeds 100 millirem per 
hour. Both signs contain the radi- 


r : CAUTION 
RADIATION AREA HIGH RADIATION AREA 


vary y 
a 


a 
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ation caution symbol, color, and 
words prescribed by AEC regula- 
tions. Picker X-Ray Corp., Dept. 
H, 25 S. Broadway, White Plains, 
N.Y. 


titerature 


SEE COUPON, PAGE 58 


(15CL-1)— 
A 19-page booklet, fully indexed, 
explains the diagnostic applica- 
tions of radioactive isotopes. 
Typical procedures, results, refer- 
ences, and charted material are 
clearly presented. Nuclear-Chi- 
cago Corp., Dept. H, 223 W. Erie 
St., Chicago 10, Ill. 


Radioisotope programs 


Hospital casework (15CL-2)— 
Booklet on hospital casework de- 
scribes plant facilities and serv- 
ices and shows typical installa- 
tions, construction features and 
specifications, and gives installa- 
tion information. St. Charles 
Manufacturing Co., Dept. H, St. 


Charles, Ill. 


Unit furniture (15CL-3)—Booklet 
presents a new line of basic furni- 
ture units surfaced inside and out- 


side with high-pressure laminates | 


in wood finishes that never need 
refinishing. The basic units pro- 
vide combinations that fit every 
need. National Store Fixture Co.., 
Inc., Dept. H, Odenton, Md. 


Library (15CL-4)—Bul- 
letin describes a line of colored 
enamel-finished library shelving. 
The four-page bulletin includes 
full color illustrations of library 
installations which take advan- 
tage of finishes designed to blend 
with other interior furnishings. 
Ask for Catalogue No. 504. Deluxe 


shelving 


Metal Furniture Co., Dept. H, 
Warren, Pa. 
Casters and wheels (15CL-5)—A 


20-page condensed catalogue 
covering many styles of casters, 
wheels and glides. Installation 
guides, selection tables, descrip- 
tions and specifications are given. 
Ask for Catalogue No. 157-G. The 
Faultless Caster Corp., Dept H, 
Evansville, Ind. 


Steel (15CL-6)—A 
line of steel storage files is pre- 
sented in this 16-page catalogue. 
Advantages of using these files in 
various record storage situations 
are presented. Diebold, Inc., Dept. 
H, 818 Mulberry Rd., S.E., Canton, 
Ohio. 


storage files 


Shower mixing valve (15CL-7)— 
Four-page bulletin describes a 
completely recessed thermostatic 


shower mixing valve. Factual de- 
scriptions, technical data and pip- 
ing diagrams are included. Law- 
ler Automatic Controls, Inc., Dept. 
H, Mt. Vernon, N.Y. 


Bent tube boilers (15CL-8)—A 22- 
page bulletin illustrates and de- 
scribes a series of Class VF and 
VS bent tube boilers. Technical 
data is also presented. Henry Vogt 
Machine Co,, Dept. H, Box 1918, 
Louisville 10, Ky. ‘“ 


Plastic laboratory ware (15CL-9)— 
Catalogue No. 658 illustrates and 
prices a full line of plastic labora- 
tory ware. A plastics characteris- 
tics chart is included in the cata- 
logue. Bel Art Products, Dept. H, 
4917 Murphy Place, West New 
York, N.J. 
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Would you 
pay a dime 
to stop 
Staph. Aureus 
before it starts... 


A dime’s worth of Betadine® Antiseptic—Povidone-Iodine Complex—when 
used as a surgical prep, will kill resistant staph. aureus before it starts a 
serious systemic infection, 

Betadine is truly bacteriocidal—not merely bacteriostatic, and it kills staph. 
on 15-second contact. When used as a swab for the potentially dangerous 
procedures of injection, aspiration and the management of wounds, ulcers 


and burns, Betadine provides the necessary antiseptic safeguard. Send today 
for an emergency clinical supply of Betadine Antiseptic. 


1 

| Director of Medical Services 

‘Tailby-Nason Co., Inc. 
Available: 50N.DuPont Blvd. 
Pints and gallons | Dover, Delaware I 

at special hospital rates 
Please send me a complimentary emergency clinical supply 

r | of Betadine Antiseptic, and reprints. . 

\ 
Tailby-Nason Co., Inc. Tide........ 
Dover, Delaware | Aaldress.... 
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Everyone Likes Nourishing 
HEINZ Cream of ‘tomato Soup 


One of 21 Great-Tasting Heinz Soups 


hen you serve Heinz Cream of Tomato Soup you’re assured 

of pleasing even the poorest eaters. Everyone knows and 
likes the better taste of Heinz Cream of Tomato Soup. It’s 
smooth ... and so rich with real tomato flavor. 


@ Heinz offers you 21 popular soups to add variety and appeal to 
your menu. All are prepared by Heinz Master Chefs from highest- 
quality ingredients. By serving Heinz Soups you cut kitchen 
waste. You avoid leftover losses, save on labor costs. 


e@ And preparation is quick and easy. 
Each 51-oz. tin makes 17 delicious 6-oz. 
servings ... gives you absolute portion- 
cost control. Order Heinz Chef-Size 
Soups next time your salesman calls. 


CONDENSED 


CREAM OF 


You Know It’s Good | 
Because It’s Heinz 


HEINZ 


CHEF-SIZE SOUPS 


Cream of Tomato « Vegetab'e 
Chicken Noodle « Beef 
Chicken Vegetable « Bean 

Vegetarian Vegetable 
Chicken Rice e Genuine Turtle 
Split Pea « Chicken Gumbo 
Cream of Chicken « Consommé 
Clam Chowder e Beef Noodle 

Cream of Mushroom 
Turkey Noodle « Cream of Pea 
Minestrone « Vegetable Beef 

Cream of Celery 
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Now more than ever 


the dietitian must know 


HOW TO FACE UP TO 


ADMINISTRATIVE 


by E. VIRGINIA PINNEY 


OOD SERVICE administration to- 
day is undergoing a period of 
re-evaluation. The trained die- 
titian no longer finds the hospital 
or school food service area her 
exclusive prerogative. The food 
service management firm, the in- 
dustrial caterer and the individual 
who has been trained in hotel or 
restaurant management are mov- 
ing in. For the first time, dietitians 
find themselves in a sharp com- 
petitive market. Much is being 
written and said pro and con on 
the subject; who should administer 
dietary departments in nonprofit 
organizations is a leading question. 
Perhaps this is the time for ad- 
ministrators and dietitians to pause 
a moment and look objectively at 
the goals. What is the function of 
dietetics? In what terms do die- 
titians expect others to think of 
the dietary function? If that ques- 
tion were asked individually, there 
would be a wide variety of inter- 
pretations and definitions. Every- 
one would not agree, nor would 


E. Virginia Pinney is director of food 
service, Presbyterian-St. Luke's Hospital, 
Chicago. This article is adapted from the 
author’s address at the Illinois Dietetic 
Association meeting, March 1958. 
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Dietitians, the author states, are 
now entering a “hard sell” period. 
To meet the reality of competition. 
she calls on dietitians to re-evaluate 
their role and performance in_ the 
hospital food service operation. 


each define the term in the same 
frame of reference. 

According to Webster, the die- 
titian’s function is the application 
of the principles of nutrition to 
the individual or group feeding. 
This is a specific, limited definition 
of function without reference to 
management. Is the dietitian as 
an individual willing to confine her 
activities within the basic defini- 
tion of this title and think of 
herself only in this frame of refer- 
ence? Does she feel that her 
activities should be limited to the 
planning and service of special 
diets and that she should only con- 
cern herself with the nutritional 
aspects of food service, or does she 
want to continue to reach out and 
include the problems of produc- 
tion and personnel management? 


The dietitian must define her pur- 


pose. It will not be the same for 
all. 


If the dietitian is responsible for 
total food service, she needs to 
think of herself as a food service 
manager and a caterer, as well as 
a dietitian. If she wants to be a 
manager, she needs skill in the 
techniques of organization and 
management. 

Management is a complex busi- 
ness. It requires many skills be- 
yond the serving of special diets. 
It includes the ability to motivate 
people, to delegate authority, to 
communicate ideas and knowledge 
effectively both to her superiors 
and to subordinates. 

A good administrative dietitian 
must be able to mold a team out 
of a group of individuals. Indi- 
viduals will be cooperative and 
productive only if they want to 
be. It is the dietitian’s task to 
create and maintain an atmosphere 
in which all employees will be 
stimulated to want to produce. 


SOURCES OF PROBLEMS 


If the dietitian is determined to 
be a manager as well as a pro- 
fessionally trained specialist, she 
will be faced with problems from 
three sources—-from her superiors, 
her colleagues and customers, and 
her subordinates. How she meets 
these problems will determine 
whether she is regarded as favor- 
ably by her superiors as by her 
fellow dietitians and subordinates. 
How does an administrative die- 
titian look to her superiors? Her 
relationship with the boss is a 
complicated one. I use the word 
“boss” advisedly, for, I believe, 
professional people have a ten- 
dency to resent or resist thinking 
of themselves in terms of subor- 
dination. Such resistance can lead 
the dietitian into a needless effort 
to establish her own prestige in 
the organization; this tends to pull 
her against the team rather than 
with it. 

The dietitian must remember 
she is part of the boss’s team. How 
well she performs is important to 
his reputation since he is judged 
by the key employees around him. 
It is the dietitian’s job to keep him 
informed about what she is doing. 
It is his job to tell her what he 
wants done. 

One rather disturbing statement 
frequently made by dietitians is, 
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“I’m afraid of my administrator: 
I can’t talk to him,” or “My ad- 
ministrator never has any time to 
listen to my problems.” If the die- 
titian is afraid of her administra- 
tor, or if he doesn’t give her time, 
one or both is at fault. Perhaps 
the dietitian’s “fear” stems from 
her own feeling that the adminis- 
trator doesn’t understand or par- 
ticularly wish to hear about her 
problems. Perhaps he doesn’t have 
time to listen because she has 
never approached him with her 
problems in a completely business- 
like manner. 

The dietitian should not expect 
the administrator to give her a 
ready-made solution. This is her 
job. She must face the problem 
before she brings it to his atten- 
tion. 


PRESENTING THE PROBLEM 


Before taking a problem to the 
administrator, the dietitian should 
think it through clearly. She needs 
to be prepared to state or suggest 
an intelligent course of action: It 
is advisable to outline the problem 
first, then to jot down a sensible 
recommendation for its solution. 
Recommendations should be 
marked with facts and figures, if 
necessary. She needs to be ready 
to suggest alternate approaches to 
resolving the problem and have 
data ready to back her reasons for 
rejecting these alternate ap- 
proaches. 

It is best to talk only from facts. 
The administrator will lose con- 


oud to wa 


This poster is part of an employee-centered 
public relations campaign described in an 
article on page 39 of this issue. 
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fidence in his dietitian’s ability if 
she attempts to gloss over her 
failure to check all factual aspects 
of the problem. It is advisable to 
be as impartial, as logical and as 
objective as possible. 

The administrator should be 
given all the background informa- 
tion he needs to have an intelli- 
gent understanding of the prob- 
lem. The administrator may not 
agree with the dietitian’s sugges- 
tions, even though she is sure her 
Suggestions are good ones. The 
dietitian should not let this strain 
her relations with him. He has ac- 
cess to more facts than she does, 
and it is his job to see the broader 
picture. 

The dietitian should not decide 
that there is no use trying. The 
administrator is under pressure, 
too; probably more pressure than 
she is. The dietitian serves him 
best by understanding this and 
trying not to add to those pres- 
sures. 

If the administrator agrees to 
accept one of the dietitian’s sug- 
gestions and a little later finds he 
must reverse his position, the die- 
titian may certainly ask why, but 
she should not pressure him if he 
gives a vague answer. How the 
dietitian’s job looks to the ad- 
ministrator may not depend en- 
tirely on how many special diets 
she successfully serves, but how 
she rates as part of the man- 
agerial team, captained by the ad- 
ministrator. 

The administrative dietitian, I 
believe, tends to neglect how she 
looks to her professional col- 
leagues. Are there more areas of 
friction than agreement? Does she 
have any friends in the nursing 
department? Do members of the 
house staff bring complaints to her 
before going to the administra- 
tion? How does the food service 
rate with patients and students? 
Do personnel from other depart- 
ments in the hospital ever sit down 
with her at the lunch table or at 
coffee break? 


SATISFYING THE CUSTOMER 


Dietary departments, no matter 
where their location, exist for 
only one purpose—service. If the 
dietitian is really interested in 
fulfilling her function, she values 
the opinions of those she serves 
and will use all possible means to 


create a positive atmosphere. 

The hospital dietitian is dealing 
with the captive customer. Because 
that customer is captive, she has a 
tendency to overlook what her 
commercial colleagues realize so 
well: customer satisfaction is es- 
sential to success in food service. 
The commercially trained food 
service person doesn’t dare to for- 
get that his primary role is one of 
service to the customer. His suc- 
cess in business depends upon a 
satisfactory sale. Up to now, the 
dietitian has not had to worry 
about being put out of business, 
but if she is going to operate in 
today’s competitive market, she 
must become increasingly cus- 
tomer-conscious. Food service must 
be sold to patients, to students, to 
personnel. If the dietitian and her 
employees are not sold on them- 
selves as part of the food service, 
the food service will not be sold 
on the outside with any great suc- 
cess. 

The dietitian needs to be a per- 
fectionist in hospitality. Her pri- 
mary customer—the patient—is 
still the most important single fac- 
tor in her job. She realizes she is 
not doing him a favor in provid- 
ing food for him. She tries to think 
“ves” instead of “no’’, in her deal- 
ings with patients and personnel. 
She adopts a positive approach in 
her human relations, knowing the 
quality of her food service will 
reflect this attitude. 

That righteous “no” that the 
dietitian too frequently is tempted 
to use in dealing with other de- 
partments has made more trouble 
for her than it has ever saved her. 
For a few minutes every day try 
taking this for a motto: “Nothing 
necessarily has to be the way it 
is”. I believe that if everyone in 
the field of dietetics repeated this 
once a day and acted upon it, it 
would revolutionize the profes- 
sion, and approximately 50 per 


cent of the administrative prob- 


lems would disappear. The die- 
titian might find herself lifted out 
of the humdrum routine of nega- 
tivisim—the slavish worship of 
rules and regulations. I personally 
prefer to substitute the flexible 
guide of good judgment for rigid 
rules and regulations. Rules cry 
out to be broken, and regulations 
are usually an irritant. 

For example, not so long ago, 
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the dietitian in charge of a dietary 
department in a large medical cen- 
ter received a request from a doc- 
tor to serve coffee to 12 out-of-town 
physicians attending a con- 
ference at the hospital. The die- 
titian replied that this was impos- 
sible, since it was a policy of the 
department not to provide such 
catering. If she served coffee to 
this group, it would set a prece- 
dent. The doctor thanked her and 
made arrangements with his wife 
to bring in the coffee. 

Within a month after this inci- 
dent occurred, I had heard about 
it three times from representatives 
of three different groups—from a 
hospital administrator, a member 
of the American Medical Associa- 
tion, and still again from another 
dietitian. It may very well be that 
this individual will be more noted 
for her lack of courtesy than for 
her administrative ability, which 
is considerable. 


WORKING WITH SUBORDINATES 


Finally, how does the dietitian 
face up to the problems presented 
to her by her subordinates? How 
does she appear to these persons 
and what is her responsibility to 
them? In a recent study of three 
different companies in Greater 
Boston, 110 hourly paid workers 
were interviewed off the job. The 
men knew that what they said 
would be kept in strict confidence. 
Each man was encouraged to speak 
freely and honestly about the 
things that were most important 
to him about a supervisor. These 
are the traits that the worker 
sought: 

1. Personal consideration. They felt 
the employer should treat them 
with courtesy and kindness, with 
respect for their individuality, 
dignity and feelings. 


2. No partiality and favoritism. All 
the employees interviewed vigor- 
ously resented these practices. 

3. Technical competence. The work- 
ers wanted their supervisor to 
have thorough knowledge of how 
well each member of the group 
performed his job. Most workers 
want to learn and improve. They 
feel that a supervisor cannot help 
them improve their skill if he 
does not know how they are doing. 

4. Good discipline. The workers 
felt that the supervisor should not 
be all “sweetness and light’, that 
he should discipline a worker when 
the situation demands it. Resent- 
ment apparently arises very 
quickly when a few workers break 
rules while the rest of the group 
is working faithfully. Remedial 
action against the shirker is re- 
spected by the group. 

5. Straightforwardness and decisive- 
ness. They prefer him to say what 
he is thinking when dissatisfied, 
and to be able to make and carry 
out decisions when something 
must be done. 

6. Self-confidence and  forcefuiness 
when appropricte. 

All these criteria have a com- 
mon base. It is only human for 
employees constantly to attempt 
to gratify their psychological and 
economic needs. It is natural to 
expect that, in the worker’s eyes, 
the supervisor’s main justification 
for existence is his ability and 
willingness to help the worker at- 
tain his goals and satisfy his needs. 
As a supervisor, how does the die- 
titian do this? She must develop 
effective communications with her 
employees. Effective communica- 
tions are developed gradually; the 
process must be continual and re- 
quires constant attention. To be 
effective, communications must be 
free give-and-take between su- 


pervisor and employee. This cam 
happen only when _ supervisors 
listen to their employees. 

Unless the supervisor is trusted 
and creates a feeling in her em- 
ployees that she is interested in 
their suggestions and complaints, 
no two-way communication can 
exist. 


CONCLUSION 


Dietitians have been either very 
fortunate, or unfortunate, as you 
prefer, in that for many years they 
have lived as a profession in a 
little Garden of Eden wherein no 
serpent of competition entered. I 
do not know if this is good or bad, 
but I do know that the days of. no 
competition are over. I have heard 
several food service managers lec- 
ture and I have read numerous 
articles written by these persons 
who are entering the dietetics field. 
They stress the fact that they are 
relieving the dietitian of the drudg- 
ery of kitchen supervision, so that 
she may practice her profession 
undisturbed in the area in which 
she is expert. I do not know what 
your reaction to this is, but this 
is not the way I wish to practice 
the profession of dietetics. If die- 
titians belong in the managerial 
picture, then they must prepare 
themselves for that job. If there 
are areas where her skills need 
developing, it is the dietitian’s re- 
sponsibility to take the necessary 
steps toward correction. 

Dietitians are now entering the 
period known in the advertising 
field as “the hard sell”. They’ve 
got to offer something besides a 
record of long service in the field. 
Dietitians have the same or better 
technical skills than their com- 
petitors have. They must stop be- 
ing emotional, and face the reality 
of that competition. . 


Fall Cycle Menu 
for the East 


HE 21-pay selective fall cycle 
menu and market orders for 
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perishables are designed for hos- 
pitals in the East. These menus, 


which are to be used during Sep- 
tember, October and November. 
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feature foods popular in the east- 
ern section of the United States. 
The menus in this issue are the 
third in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for 
the Midwest and South-Southwest 
were included in the July 1 and 
16 issues of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION. Fall menus for hospitals 
in the North-Northwest will be 
published in the August 16 issue. 
In planning the menus, careful 


consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used 


ONLY WMeals-on-Wheels System 


& 
“Class will come to order .. . 
and so will your kitchen-to- 
patient food service!” 


TRAINING ASSISTANCE for your 
dietary staff in your hospital is just one 
of the many distinct advantages of the 
5 4 Pius Meals-on-Wheels System. Ex- 
pert counselors help to train your staff in 
the use of the simple-to-operate Meals- 
on-Wheels Hot 'N Cold delivery units— 
help plan personnel assignments, work 
simplification, kitchen work flow and 
fast, accurate tray assembly with por- 
tion control. 

MR. 5.4.PLUS SAYS: “The Meals- 
on-Wheels System means accurate, low- 
cost food service, better care for your 
patients with timetabled, dependable 
feeding schedules throughout your hos- 
pital. it's my job to help you achieve 
just that.” 

And remember Mr. 5.4. PLUS is as close 


as your nearby Meals-on-Wheels repre- 
sentative. 


Meals-on-Wheels System 


. BASIC PLANNING 


. PROVEN EQUIPMENT 
DESIGN. 


. TRAINING ASSISTANCE 


. FOLLOW-UP SERVICE 


5. PRE-PLANNING 
TOMORROW'S NEEDS 


PLUS years of research and 

actual field experience from the 
company which originated and 
perfected this food service. 


DEPT. B-3, 5001 E. 59th, KANSAS CITY, MO. 


for both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on. the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full 
and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 


The summer cycle menus, for use 
during August, were published in the 
April and May 1957 issues of this 
Journal. The Midwest and South- 
Southwest cycle menus were included 
in the April | and 16 issues, respec- 
tively. The May | and 16 issues fea- 
tured summer menus for the East and 
North-Northwest, respectively. 


restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 pa- 
tient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned 
fruits and fruit juices, dried fruits 
and vegetables, jellies, cake and 
pudding mixes, pickles, canned 
soups and canned vegetables. 

The standard is available upon 
request from the Association, 18 E. 
Division St., Chicago 10, Il. 
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PLEASE CUT ALONG THIS LINE 


Ist WEEK EAST SELECTIVE FALL CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


— prepared by Janette C. Carlsen, dietitian in charge, 
Johns Hopkins Hospital, Baltimore 


friday thursday wednesday tuesday monday 


saturday 


sunday 


Ist week market order for perishables (per 50 beds) 


breakfast noon night 
Orange Juice Mulligatawney Soup Chicken Broth ; 
or Stewed Prunes Baked Vea! Shoulder Chop Au Jus (FS) er Macaron: and Cheese Cold Pilate: Tuna Salad, Dill Pickle Chips, Club Roll, Two Quarters 
Oatmeal Mashed Potato (FS) Hard Cooked Egg (F) er Roast Leg of Lamb with Gravy (S) 
or Rice Squares Buttered Asparagus Tips (FS) er Mixed Vegetabies Parsley Potato (S) 
Scrambied Egg Colesiaw with Poppy Seed Dressing Buttered Carrots (FS) or Buttered Spinach ; 
Cinnamon Toast or Lettuce Hearts with 1000 Island —s Sliced Tomato Salad er Grapefruit Section Salad with Fruit Dressing 
Seediess Grapes er Rocky Fudge ice Cream (FS) Vanilla Iced White Cake Square (FS) er Canned Apricot Halves in Syrup : 
Frozen Orange Tomato Soup Cream of Pea Soup . 
Pineapple Juice Roast Beef with Gravy (FS) er Broiled Beef Sweetbreads on Toast Mushroom Souffle (FS) er Canadian Bacon with Broiled Honey Peach a 
or Melon Wedge (F) Au Gratin Potatoes (FS) Baked Potato = 
Farina Buttered Green Beans (FS) or Buttered Paprika Cauliflower Buttered Beets (FS) or Fried Eggplant ; 
or Shredded Wheat Combination Vegetable Salad with French Dressing Tossed Green Salad with Chiffonade Dressing - 
Cereal! or Orange Slices with Shredded Coconut on Lettuce or Molded Lime Gelatin, Pear, Cottage Cheese Salad 7 
Poached Egg Bacon Spanish Cream (FS) or Pineapple Rings in Syrup Applesauce with Sugar Cookie (S) . 
or Date-Nut Bread with Cream Cheese Cube (F) 
Biended Citrus Juice Beef Barle Cream of Asparagus Soup 
or Stewed Rhubarb Maryland Fried Chicken (F) or Lamb Pattie with Bacon (S) Meat Loaf with Gravy (FS) er Fried Scallops with Tartar Sauce 7 
Rolled Wheat Cerea! Candied Sweet Potato (FS) Whipped Potato (FS) 7 
or Ready-to-Eat Buttered Broccoli (F) or Creamed Peas (S) Lima Beans Bretonne (F) er Buttered Kale (S) 
Rice Cereal Sliced Cucumbers with Sour Cream Dressing or Waldorf Salad Lettuce Wedge with Viniagrette Dressing 7 
Soft Cooked Egg Butterscotch Sundae (S) er Danish Pastry (F) or Moided Banana in Orange Gelatin _ 
Raisin Toast Canned Pear Halves in Syrup (F) er Cherry Tart (F) 7 
Orange Wedges (F) Puree Malakoff Soup Vegetable Soup ; 
or Apple Juice Baked Loin Pork Chop with Spicy Applesauce (F) Creamed Chipped Beef on Toast (FS) or Wiener Schnitzel | 
Wheat Farina or Sauté Chicken Livers and Mushrooms (S) Chantilly Potatoes 
or Corn Flakes Escalloped Potato (FS) Baked Acorn Squash (FS) er Brussels Sprouts 
Scrambied Egg Corn on the Cob (F) er Frenched Spinach (S) Sliced Tomato Salad or Pear Half with Cottage Cheese on Lettuce 
Breakfast Link Sausage Moided Grapefruit Sections and Grated Carrot in Orange Gelatin Frosted Brownie (F) or Fruit Cup (S) 
or Garden Salad with French Dressing 
Watermeion er Frozen Peach Upside-down Cake (FS) 7 
Tomato Juice Manhattan Clam Chowder Cream of Mushroom Soup : 
or Stewed Apricots Brotled Halibut Steak with Lemon Butter (FS) Cold Plate: Turkey Salad, Gherkins Potato Chips, Poppy Seed Roll (F) 7 
Grits or Roast Sirloin of Beef Au Jus or Salmon Loaf with Egg Sauce (S) : 
or Ready-to-Eat Mashed Potato (FS) Baked Potato (S) ; 
Cereal Buttered Wax Beans (FS) er Buttered Cauliflower Buttered Asparagus (FS) er Stewed Tomatoes : 
Honey Dip Doughnut Lettuce Heart with 1000 Island Dressing Relish Plate. Stuffed Celery, Ripe Olives, Radish Roses 
or Pineapple Slice with Cream Cheese and Chopped Nuts er Moided Seediess Grapes in Lemon Gelatin with Fruit Dressing 7 
Orange Sherbet (S) er Cream Puff (F) Baked Apple (S) er Lemon Meringue Pie (F) 7 
Orange Juice Lentil Soup Chicken-Rice Soup 
or Kadota Figs Crab Cake a la Maryland with Tartar Sauce (F) Beef Pattie Roll (FS)—Catsup (F) 7 
Oatmeal! or Broiled Loin Lamb Chop (S) or Smoked Tongue with Madeira Sauce 
or Bran Flake Cereal Creamed Paprika Potato (FS) Pittsburgh Potato 
Soft Cooked Egg Buttered Parisey Carrots (FS) er Baked Onion Buttered Peas (FS) or Braised Celery 
Bacon Colesiaw or Mixed Fruit Salad on Endive Lettuce, Endive. Avocado Saiad with French Dressing 7 
Jelly Roll (F) ee Baked Custard (S) or Peach Pinwheel on Lettuce with Cream Cheese Rosette - 
Cantaloupe Wedge (F) or Royal Anne Cherries in Syrup (S) u 
Frozen Grapefruit Scotch Broth Minestone Soup 7 
Pineapple Juice Baked Ham (F) er Creamed Chicken on Toast (S) Macarom and Cheese (S) 7 
or Fresh Pear (F) Mashed Sweet Potato (FS) or Veal en Brochette (veal tenderloin cubes. pear! onions, mushroom 
Farina Buttered Green Beans (FS) er Cream Style Corn cap, pineapple cube, green pepper) (F) 
or Ready -to-Eat Tossed Salad with Russian Dressing er Apple. Celery. Date Salad French Fried Potato (F) 
Wheat Flake Marshmatiow Sundae with Chocolate ice Cream (FS) er Fresh Plums Buttered Broccoli (F) or Buttered Beets (S) 
Cerea! Shiced Tomato and Cucumber Salad with Viniagrette Dressing | 
Fried Egg er Grapefruit and Orange Section Salad a 
Biueberry Muffins ‘\ Angel Cake with White Frosting (FS) or Tokay Grapes a 
(F}—Full Dier (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and o choice of beverages ore to be included with each meal. - 
item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 4 
BEEF pevbaye (Eviscerated) Grade A, 20-24 ib. av. 45 ibs Parsley Bunch 1 doz | 
binned { Slice S 3 Ib ryers (Eviscerated) Grade A. 2% Ib. av 65 Ibs Peppers, Green 6 only 
Sib. pkg 20 Livers, Chicken ib. pkg Sits. 20 Potatoes, Sweet Hamper 50 Ibs 
Roast, Sirloin (B.R.T.) U. S. Choice 40 ibs White 
th Fresh 10 Ib 4 unc 
— ; 1? the 0 FRESH FRUITS Squash, Acorn 25 ibs 
Applies Jonathan. 113s 1 box Tomatoes Repacked (5 x 6) l lug (30 IDs.) 
Avocado Ripe 6 only 
LAMB Bananas Ripe 15 Ibs FROZEN FRUITS : 
Chops, Loin U. S. Choice Cantaloupe Crate, 45s l crate 7 
6 oz. each 8 ibs Grapefruit Seediess, 70s 1 box Cherries Sugar, pitted 8ib.can 16 Ibs 7 
Ground, Shoulder U. S. Good 5 ibs. 20 Grapes Tokay 10 Ibs Grapefruit- Pineapple > 
Leg (B.R.T.) U Choice, yearling 7 Ibs. 20 Grapes * Seediess, 28 ib. box 1 box Juice on., 32 oz. can l can 7 
Lemons 1 doz Grapefruit Sections 8 Ib. can 16 ibs 
Oranges 176s 1 box Orange Juice Con., 32 oz. can 6 cans 
: PORK Pears Box, 120s 10 Ibs Orange 
Bacon, Canadian 10 ibs. 40 Plums, Red Basket (4 x 5) 2 baskets p Pineapple Juice Con., 32 oz. Can 1 can 
Bacon (Sliced) 24-26-T Ib 6 ibs Watermelon 30-35 ib. av 35 Ibs eaches Sliced, 8 Ib. can, 
Chops, Loin Grade A. 40z. each 25 ibs. 100 sugar 16 ibs 
Ham (Pullman) Ready -to-eat 35 Ibs hubarb 8 Ib. can, 5-1 sugar 8 Ibs 
Sausage Links 6 Ibs FRESH VEGETABLES : 
VEAL Beets Topped 25 Ibs. FROZEN VEGETABLES ; 
Cabbage Bag 50 ibs Asparagus Spears, 2% Ib. pk 25 ibs. 150 
Chops, Shoulder U.S. Good, 5 oz. each 25 ibs. 80 Carrots Topped, bag 50 Ibs Beans, Green Cuts, 2% Ib. pkg ' 30 Ibs. 180 
Tenderloin Cubes 20 Ibs. 60 | Celery Pascal, 30s 6 stalks Beans, Lima Small, green, 2% 7 
Steaks U.S. Good, 4 oz. each 10 lbs. 40 Colery White, relish 6 stalks Ib. pkg 7% ibs. 45 
Corn on the cob Bag, 50s 1% bags Beans, Wax Cuts, 2% Ib. pkg 15 ibs. 90 
FISH only Broccoli Stems and buds 
ggplant only 2% Ib. pkg 20 Ibs. 120 
Crabmeat Endive Curly 6 heads Brussels Sprouts 2% Ib. pkg 2% Ibs. 15 
Halibut Steaks, 5 02. each 25 ibs. 80 
Scallops 5 ats Lettuce Head, 48s 2 crates Cauliflower Buds, 2% Ib. pkg 5 ibs. 30 
Mushrooms Carton 15 Ibs Kale 2% Ib. pkg Sibs. 30 a 4 
Onions, Dry Yellow, bag 50 Ibs Peas 2% Ib. pk 15 ibs. 90 
POULTRY Onions, Green Bunch 1 doz Spinach Chopped, Si, Ib. pkg. 7% Ibs. 45 - 
Fow! (Eviscerated) Grade A, 5 Ib. av. 20 Ibs. Onions, Spanish-Type 3 ibs. Vegetables, Mixed 2% Ib. pkg. 2% ibs. 15 


CYCLE MENU PAGES ARE PERFORATED FOR 


AUGUST |, 1958, VOL. 32, PART | 


EASY REMOVAL 


69 


2nd WEEK EAST SELECTIVE FALL CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


— prepared by Janette C. Carlsen, dietitian in charge, 


Johns Hopkins Hospital, Baltimore 


breakfast 


Orange Juice 
or Sliced Banana 
Rolled Wheat Cereal! 
or Alphabet Cereal 
Poached Egg on Toast 


“Frozen Orange and 


Pineapple Juice 
or Stewed Prunes 
Wheat Farina 
or Ready-to-Eat 
Malt Flake Cereal 
Soft Cooked Egg 
Sweet Roll 


Orange Juice 

or Stewed Rhubarb 
Farina 

or Rice Squares 


Navy Bean Soup 
Salisbury Steak with Pan Gravy (FS) 
or Toasted Bacon, Lettuce and Tomato Sandwich with Queen Olive 
Mashed Potato (FS) 
Baked Acorn Squash (FS) or Cauliflower Polonaise 
Mixed Salad Greens with Chiffonade Dressing 
or Cottage Cheese-Pimiento Salad 
Whipped Raspberry Gelatin with roe Topping (F) 
or Canned Peach Halves in Syrup (S) 


Chicken Noodle Soup 


Roast Veal with Gravy (FS) or Shrimp Newburg 
Buttered Potato (FS) 
Buttered Wax Beans (S) or Broiled Half Tomato (F) 
Moided Pineapple, Celery, Nuts in Red Gelatin 

er Garden Salad with 1000 Island Dressing 
Apple Brown Betty (FS) or Vanilla ice Cream 


Oxtail Soup 
Baked Chicken with Country Gravy (FS) 

or Creamed Pork Tenderloin Cubes and Mushrooms on Toast 
Mashed Potato (FS) 


night 
Consomme Julienne 


Smothered Liver (FS)—Onions (F) 
or Fruit Salad Plate with Apricot Bread 
Parsley Potato (FS) 
Buttered Spinach (FS) or Mixed Vegetables 
Lettuce Heart with Lemon Wedge and Mayonnaise 
er Carrot and Raisin Salad 
Vanilla Blancmange with Sugar Cookie (FS) 
or Whole Peeled Apricots 1 in n Syrup 


Cream of Pea Soup 


Lamb Curry en Consevole (F) or Jelly Omelet (S) 

Steam Rice (F 

Buttered Cut Asparagus (FS) er Brussels Sprouts 

Shredded Red Cabbage, Lettuce, Chicory Salad - Boiled Lemon Dressing 
or Pear Half with Grated American Cheese and Mayonnaise 

Melon er Charlotte Russe (FS) 


Cream of Mushroom Soup 

Stuffed Pepper with Tomato Gravy (F) er Grilled Loin Lamb Chop (S) 
Potato Au Gratin (S) 

Buttered Beets (FS) or Baked Onion 


Scrambled Egg _ Julienne Carrots (FS) or Fried Eggplant _ Lettuce Heart with 1000 Isiand Dressing 
Link Sausage Tossed Salad with Bleu Cheese Dressing or Mexican Slaw or Grapefruit Section and Apple Slice Pinwheel with Fruit Dressing 
Peach ice Cream (FS) or Fresh Plums — with Lemon Sauce (FS) er Camembert Cheese, Crackers. 
range Marmalade 


Blended Citrus Juice 
or Kadota Figs 


Vegetable Soup 


Yankee Pot at wn Gravy (FS) er Club Sandwich (Chicken) 


Oatmeal Parsiey Potato (F 
er Shredded Wheat Buttered Peas (FS) or Glazed Parsnips 
Cereal _ Perfection Salad or Stuffed Prune Salad 
Coddied Egg | Chocolate Pudding with Whipped Topping (FS) or Fruit Cocktail 


Orange Juice 
rits 
or Puffed Wheat 
Cereal 


Fried E 
Raisin (F) 


Frozen Grapefruit- 


or Melon Wedge (F) 


Oyster Bisque 


Baked Haddock Fillet with Lemon Butter (FS) or Grilled Sirloin Steak 
Escalloped Potato (FS) 
Baked Squash (FS) er Braised Celery 
Relish Plate: Dill Pickle Strips and Radish Roses 
or t-ny Slice on Endive with Cottage Cheese 
Cherry Pie (F) or Canned Sliced Peaches (S) 


Philadelphia Pepper Pot Soup 
of Veal (S) 


Roast Turkey with Dressing and Gravy (FS) er Seafood Newburg 


~~ Pineapple Juice Roast Fresh Ham with Gravy (F) or Roast L 
er Stewed Apricots Candied Sweet Potato (F) or Baked Potato ¢S) 
_ Rolled Wheat Cerea! Buttered Asparagus (FS) er Buttered Diced Turnips 
= | or Corn Flakes Green Pepper Slaw with Celery Seed Dressing 
=) | Poached Egg on Toast or Orange Section Salad with Stuffed Olive 
~ | Frosted Emperor in Cube (F) 
or Mixed Gelatin Cubes with Whipped Topping (S) 
Orange Juice Split Pea Soup 
or Banana 
Farina _ Whipped Potato (FS) 
< or Ready-to-Eat | Buttered Carrots (FS) or Sauerkraut 
Cereal | Jellied Cranberry Salad or Celery Hearts with Pimiento Strip 
—) Soft Cooked Egg Pumpkin Chiffon Pie (F) or Vanilla ice Cream (S) 
Honey Dip Doughnut 
(F)}—Full Diet (S}—Soft Diet (FS)—Full and Soft Diet 


| 


2nd week market order for perishables (per 50 beds) 


Cream of Spinach soup 
Veal Maringo (F) er Cheese Souffle (S) 
Whipped Potato (F) 
Buttered Green Beans (S) or Whole Kernel Corn (F) 
Combination Salad with French Dressing 
or Moided Banana in Orange Gelatin 
Butterscotch Brownie (F) er Applesauce (S) 


Cream of Potato Soup 
Tomato Stuffed with Tuna Salad, Potato Chips, Poppy Seed Roll (F) 
or Broiled Lamb Pattie (S) 
Baked Stuffed Potato (S) 
Parsiey Carrot Circles (S) er Buttered Cauliflower (F) 
Biack Cherry Jellied Waldorf Salad 
er Shredded Lettuce with Grapefruit and Orange Sections Mayonnaise 
Baked Pear (S) er Chocolate Eclair (F) 
French Onion Soup 
Spaghetti with oe Meat Sauce (F) er Creamed Chicken on Toast (S) 
Mashed Potato ( 
Buttered or Buttered Wax Beans (S) 
Tossed Greens with Wine, Vinegar and Oi! Dressing 
or Peach Half on Lettuce with Cream Cheese Rosette 
Canned Biuve Plums er Chocolate Cupcakes (FS) 


Jeilied Consomme with Lemon Wedge 
Old Fashioned Beef Stew (F) er Baked Salmon Loaf (S) 
Parsley Potato (F) 
Creamed Peas (S) or Stewed Tomatoes (F) 
Lettuce Heart with French Dressing 
or Grapefruit Section Salad with Mayonnaise and Grated Cheese 
Baked Apple (S) or Raspberry Sherbet (F) 


Bread, butter and a choice of beverages ore to be included with each meol. 


item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & Ne. ed Servings | 
BEEF Fryers (Eviscerated) Grade A,2% ib. av. 50 Ibs. Potatoes, White Bag No. | 400 Ibs. 
Ground Beef U. S. Good. 5 tb. pkg. 45 we. Turkeys (Eviscerated) Grade A, 20-24 ib. av. 60 Ibs. Radishes Bunch 1 doz. 
Liver sliced 10 ibs. 40 | 4 
PRESH PRUITS Tomatoes Repacked (5x6) 2 (60 Ibs.) 
5 oz. each 13 Ibs. 40 113s Turnips, White Topped Ibs. 
Good nanas ipe 
Stew Ss. | Cantaloupe Crate, 45s crate 
LAMB | Grapefruit Seediess, 70s box FROZEN FRUITS 
| Grapes Emperor 5 Ibs. 
Chops, Loin U. S. Choice, | Lemons 1 doz Apples 8 ib. can, 5-l sugar 24 Ibs. 
6 oz. each 8 ibs. | Oranges 176s 1 box Cherries Sugar, pitted, 8ib.can 24 Ibs. 
houlder, Bone s ineapple Juice on., 32 oz. can can 
| Ses x 5) | Grapefruit Sections 8 Ib. can 24 Ibs. 
PORK | | Con., 32 oz. can 6 cans 
Orange an 
Bacon (Sliced 24-26-1 Ib Ibs. a | Pineapple Juice © Con., 32 oz. can 1 can 
Ham, Fresh (B.R.T.) Grade A 35 Ibs. Beets Topped 15 Ibs. Rhubarb Sib. can, 5-1 sugar Ibs. 
Sausage Links 12-1 Ib. 5 Ibs. _ Cabbage Bag 50 Ibs. | ' 
Tenderloin Cubes 8 ibs. 40 | Red be 
Carrots opped, bag s. 
VEAL Celery Pascal, 30s 1 doz. stalks FROZEN VEGETABLES 
og (BRT. ys 37 Ibs Ib. pkg. Ibs. 
. Good | Eggplant only sparagus pears, 24% Ib. pkg Ibs. 
Shoulder (Boneless) U. S. Good 15 Ibs. 60 | Endive Curly 6 heads Beans, Green Cuts, 2% Ib. pkg ibs. 30 
| Lettuce Head, 48s 2 crates Beans, Wax Cuts, 24% Ib. pkg 10 ibs. 60 
_ Onions, Dry Yellow, bag 50 Ibs. Broccoli Stems and buds 
| Onions, Spanish-type russels Sprouts Ib. pkg. ibs. 1 
Haddock Fillets, skinless 20 lbs. | Bunch doz. | Cauliflower Buds, 24 hoe bs. 60 
Parsnips 15 Ibs. Peas 2% Ib pkg 20 ibs. 120 
POULTRY Peppers, Green 20 Ibs. Spinach Chopped, 2% Ib. pkg. 10 bs 60 
Fowl (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. | Potatoes, Sweet Hamper 50 Ibs Vegetables, Mixed 2% |b. pkg. 2% ibs. 15 
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FLEX-STRAWS 


More hospitals are using 
more and more Flex-Straws « 


Why’? Hospital staffs ¢ 


(Flex-Straws are paper...so there’s never any danger of broken glass. ) 
Hospitals wanted a straw that would offer their patients added cleanliness 


(Flex-Straws are single service... they’re always fresh as a daisy. ) 


Hospitals were looking for a straw that was convenient and efficient. 


Flex-Straw’s unique bending action eliminates lost motion in patient bed 


adjustment 


...and Flex-Straws are disposable too. 


Hospitals were looking for new ways to economize A 
J 


(Hospital tests prove using Flex-Straws is more economical than using breakable 


tubes.) Hospitals found the answers by using... 


Is your hospital enjoying these Flex-Straw advantages? 


P.S. Flex-Straws can be used 
in hot liquids, too! | FLEX-STRAW CO. INT'L. H 

refit to * Santa Monica, Calif. 


HOSPITAL PURCHASING FILE 
for listings and prices 

ANADIAN STRIBUTOR: INGRAM & BELL LTD. 
TORONTO, MONTREAL, WINNEPEG, 


Please send samples and literature 


ALGARY, VANCOUVER 


HOSPITAL 


2040 Broadway *« Santa Monica, California 
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3rd WEEK EAST SELECTIVE FALL CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


— prepared by Janette C. Carlsen, dietitian in charge, 


Johns Hopkins Hospital, Baltimore 


sunday | saturday | friday | thursday wednesday. tuesday | monday 


breakfast 


Blended Cit Citrus juice 


or Stewed Prunes 
Whole Wheat Cereal! 
or Ready-to-Eat 


Beef Barley Soup 
Broiled Loin Lamb Chop (FS) 

or Escalloped Ham and Potato Casserole 
Baked Potato (FS) 


Rice Cereal Cauliflower Au Gratin (F) or Mashed Squash (S) 
Scrambied Egg Tomato Slices on Lettuce with 1000 Island Dressing 
Bacon or Apricot Halves on Endive and Ripe Olive with Whipped Cream 


Frozen Pineapple- 


Orange Juice 

or Stewed Rhubarb 
Oatmea! 

or Wheat Squares 


Biueberry Cobbier (F) er Tapioca Cream Pudding (S) 


Corn Bisque 
Baked Codfish Fillet with Lemon Wedge (FS) 
or Grilled Canadian Bacon with Spiced Crab Apple 
Creamed Diced Potato (FS) 
Buttered Green Beans (FS) or Glazed Parsnips 


Coddied Eg Combination Salad with Bieu Cheese Dressing 
Cinnamon Bread, or Cottage Cheese Salad with Chives 
Toasted Canned Peach Slices with Lorna Doone Cookie (S) 


Orange Juice 
or Fresh Pineapple 
Farina 
or Bran Flake Cereal 
Fried Egg 


Fresh Orange Slices (F) 


or Prune Juice 
Rolled Wheat Cereal 

or Puffed Rice Cereal 
Poached Egg 
Bacon 


Frozen Pineapple- 
Orange Juice 
or Banana 

Whole Wheat Cerea! 
or Corn Flakes 

Soft Cooked Egg 


Orange Juice 


or Melon Wedge (F) 


or Vanilla iced Gingerbread (F) 


Tomato Soup 
Swiss Steak (FS) or Grilled Sausage Links with Fried Apple Rings 
Parsley Potato (FS) 
Buttered Peas (FS) er Mashed Rutabagas 
Relish Plate (sweet gherkins, radish roses, ripe olives) 
or Fruited Colesiaw 
Apricot Upside-down Cake with Whipped Topping (FS) or Fresh Plums 


or Fruit Punch 
Baked Chicken with Gravy (FS) 
or Creamed Beef Sweetbreads and Mushrooms on Toast 
Mashed Potato (FS) 
Buttered Asparagus (FS) or Broiled Half Tomato 
Mixed Greens with Grapefruit Sections French Dressing 
or Carrot and Raisin Salad 
Chocolate Meringue Pie (F) or Canned Pear Halves in Syrup (S) 


New England Clam Chowder 
Broiled Halibut Steak with Parsley Butter (FS) 
or Broiled Loin Lamb Chop 
Baked Stuffed Potato (FS) 
Buttered Carrots (FS) or Fried Eggpiant 
Sliced Cucumbers with Sour Cream or Molded Cranberry Salad 
Lime Sherbet (FS) or Seediess Grapes 


Vegetable Soup 
Roast Veal with Gravy (FS) or Fruit Salad Plate with Sait Sticks 


Farina Parsley Potato (FS) 
or Shredded Wheat Buttered Spinach (FS) er Buttered Whole Kernel Corn (F) 
Cereal! Lettuce Hearts with French Dressing or Fruited Cottage Cheese 
—s Egg Caramel iced Spiced Cake (F) er Canned Peach Slices in Syrup (S) 
ran Muffin 


Frozen Grapefruit and 
Pineapple Juice 
or Stewed Dried 
Fruit Compote 


Chicken Giblet Soup 

Roast Lamb with Gravy (FS) or Fried Oysters with Tartar Sauce 
Escalloped Potato (FS) 

Buttered Peas (FS) or Buttered Broccoli 


Oatmeal Caesar Salad or Pear-Grape Salad 
or Ready-to-Eat Strawberry Sundae (F) or Canned Biue Plums (S) 
Wheat Flake 
Cereal 
Fried Egg 
Bacon 
(F)}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet 


item, Specifications, Amounts & No. of Servings 


se Specifications, Amounts & No. of Servings 


POULTRY 
S Bologn 12 ibs. 60 Fowl (Eviscerated) Grade A, 5 Ib. av. 
oO Sirloin (B.R.T.) Choice 20 ibs. 60 Turkeys (Eviscerated) Grade A, 20-24 Ib. av 
w Round (Bottom) U. S. Standard 15 Ibs. Fryers (Eviscerated) Grade A, 2% Ib. av. 
he Steak, Swiss U. S. Good, 4 oz. each 20 Ibs. 80 
= Sweetbreads Fresh 10 ibs. 40 FRESH FRUITS 
— Jonathan, 113s 
Bananas Ripe 
Ss | LAMS Cantaloupe Crate, 45s 
Chops, Loin U. S. Choice, Cranberries Ib bag 
= 6 oz. each 45 Ibs. 120 | Grapefruit Seediess, 70s 
£& Ground, Shoulder U. S. Good : 5 Ibs. Grapes Tokay 
= Leg (B.R.T.) U. S. Choice, yearling 30 Ibs. Grapes Seediess, 28 ib. box 
ranges 
Bacon, Canadian 10 Ibs | le. Fresh 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. 
Ham (Puliman) Ready -to-eat 10 Ibs. FRESH VEGETABLES 
Tenderloin 10 ibs. 4 | Cabbage Bag 
> | Carrots Topped, bag 
= | Celery Pascal, 30s 
Cucumbers 
E Chops, Shoulder U. S. Good, 5 oz. each 18 ibs. Eggplant 
=x Shoulder, Ground U. S. Good Sibs. 20 |ettuce Head. 48s 
Basket 
| Onions, Dry Yellow, bag 
FISH Onions, Green Bunch 
2 Cod Fillets, Canadian 20 Ibs. 80 Parsley Bunch 
«Halibut Steaks, 5 oz. each 25 Ibs. 80 | Parsnips 
Oysters Selects 6 ats. Potatoes, Sweet Hamper 


night 


Cream of Broccoli Soup 
Cold Plate: (bologna, American cheese, potato salad, radish roses) 
Dinner Roll (F) or Eggs a la Goldenrod (S) 
Buttered Potato 
Buttered Beets (FS) or Buttered Spinach 
Asparagus Tip Salad with Mayonnaise or Fresh Pear Waldorf 
Cottage Pudding with Chocolate Sauce (FS) 
roiled Grapefruit Half 


Consomme with Vermacilli 
Baked Veal Shoulder Chop Au Jus (FS) or Chicken a la King on Biscuit 
Mashed Potato (FS) 
Broccoli with Cheese Sauce (F) or Buttered Carrots (S) 
Lettuce Hearts with Chiffonade Dressing 
or Moided Banana in Cherry Gelatin with Boiled Dressing 
Lemon Sponge Pudding (FS) or Tokay Grapes 


Cream of Mushroom Soup 
Chow Mein with Noodles, Rice and Soy Sauce (F) or Lamb Pattie (S) 
Escalloped Potato (S) 
Buttered Lima Beans (F) or Buttered Pattie Pan Squash (S) 
Deviled Egg Salad on Endive 

or Moided Royal Anne Cherries and Orange Sections in Orange Gelatin 
Peanut Butter Fudge Sundae (F) or Fruit Cocktail in Syrup (S) 


Scotch Broth 
Barbecued Beef on Bun (F) or Veal Loaf with Gravy (S) 
Buttered Potato (S) or Potato Chips (F) 
Baked Hubbard Squash (S) er Brussels Sprouts (F) 
Lettuce Wedge with 1000 Isiand Dressing 

or Peach Half with Cottage Cheese 
Apple Brown Betty (FS) er Kadota Figs 


Cream of Asparagus Soup 

Tuna-Noodle Casserole (FS) or Baked Spiced Ham 

Candied Sweet Potato 

Buttered Beets (FS) er Buttered Cauliflower 

Tossed Salad with Wine, Vinegar and Oi! Dressing 
or Apricots an “ream Cheese Salad 

Jelly Roll (FS) er urapefruit Half 


Cream of Carrot Soup 

Hot Turkey Sandwich (FS) er Pork en Brochette Pork Tenderloin 
Cubes, Green Pepper, Tomato Wedges, Pear! Onion 

Mashed Potato (FS) 

Buttered Wax Beans (FS) or Diced Turnips 

Waldorf Salad or Chef's Salad with Vinaigrette Dressing 

Baked Pear (S) or Strawberry ice Cream (F) 


Potato Soup 

Rice and Cheese Casserole (FS) or Beef Birds with Gravy 

Oven Browned Potato 

Buttered Squash (FS) or Buttered Lima Beans with Onion Rings 

Grapefruit and Orange Section Pinwheel with Peanut Butter Dressing 
or Pickied Beets on Endive 

Apple Pie (F) or Applesauce with Sugar Cookies (S) 


Bread, butter and a choice of beverages ore to be included with each meal. 


item, Specifications, Amounts & No. of Servings 


Potatoes, White Bag No. | 400 ibs 
20 Ibs Radishes Bunch 1 doz 
40 Ibs Rutabagas 5 Ibs 
50 Ibs Squash, Hubbard 25 ibs 
Squash, Patty Pan 10 tbs 
Squash, Yellow 15 ibs 
1 bo Tomatoes Repacked (5 x 6) 30 Ibs 
05 Ib x Turnips, White Topped 5 ibs 
5 melons 
5 Ibs. FROZEN FRUITS 
Apples 8 ib. can, 5-1 sugar Ibs 
Blueberries Dry, 8 Ib. can 4 Ibs. 
box. Grapefruit- 
; = Pineapple Juice Con., 32 oz. can l can 
15 ib ‘ Grapefruit Sections 8 Ib. can 24 Ibs. 
Ss. Orange Juice Con., 32 oz. can 6 cans 
5 pineapple Orange- 
Pineapple Juice Con., 32 oz. can 3 cans 
Rhubarb 8 ib. can, 5-1 sugar 8 Ibs 
30 Ibs. 
10 Ibs. 
50 Ibs FROZEN VEGETABLES 
1 doz. stalks | Asparagus Spears, 2% Ib. pkg. 15 ibs. 90 
8 only Beans, Green Cuts, 2% Ib. pkg 15 ibs. 90 
2 only Beans, Lima Small, green, 
6 heads 2% Ib. pkg 10 ibs. 60 
2 crates Beans, Wax Cuts, 2% Ib. pkg 10 ibs. 60 
3 Ibs. Broccoli | Stems and buds 
50 Ibs. 2% Ib. pkg. 10 ibs. 60 
1 doz Brussels Sprouts <° 2% Ib. pkg 7% ibs. 45 
1 doz. Cauliflower Ib. pkg. 15 ibs. 90 
5 Ibs. Peas ’ 24% | png 30 ibs. 180 
50 Ibs Spinach Ib. pkg. 17% Ibs. 105 
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PLEASE CUT ALONG THIS LINE 


the most 
versatile conveyor 


ever built! 


New Variable Capacity FOODVEYOR 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”’. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 
@ Mechanical forced air refrigeration system cools 
instantly to 40°. ¥%4 hp compressor cools faster than 


SEE US AT: American Hospital Association Convention, 
international Amphitheatre, Chicago, Iilinois, August 18-21, 1958 


Look for this symbol! of quality Blickmantuit 
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your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 
e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 
Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 
Only Blickman makes the revolutionary new Food- 
veyor. For full information see your Blickman dealer 
or write S. Blickman, Inc., 3808 Gregory Avenue, 
Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 
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your budget 
drips down the 


More than you might think—unless you 
have Crane Dial-ese controls, designed to 
cut down water loss and water heating bills 


A drop of water a second, hour after hour, adds up 
to 2,300 gallons a year. 

Multiply that by the number of faucets in your 
building, and you can see the incredible water waste 
that dripping can, and does, cause. And when it’s 
hot water, there’s a big fuel waste, too! 

Crane Dial-ese controls are designed to stop this 
constant waste. For one thing, a Dial-ese control 
shuts off easier and all the way because it closes 
with the water pressure—not against it. 

Dial-ese is designed to last longer, too. Stem 
threads are permanently lubricated at the factory 
—and sealed inside where water can’t touch them. 


All working parts are in a single, simple cartridge 
that screws into the faucet. Replacement is quick CRANE DIAL-ESE PERMITS STANDARDIZATION. 


and easy—just take out the old, put in the new. 

All Crane fixtures (and only Crane fixtures) fea- 
ture Dial-ese controls. Why not ask your architect 
for more details before you build or remodel? 


The same renewable unit fits all Dial-ese controls... 
lavatories, bathtubs, showers, sinks and laundry tubs. 


PREFERRED 
PLUMBING 


CRANE CO. 8365S. Michigan Ave., Chicago 5+ VALVES FITTINGS PIPE PLUMBING KITCHENS HEATING AIR CONDITIONING 
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THE HOSPITAL ENGINEER 
IN THE CONSTRUCTION 
SEQUENCE 


by PHILIP DREIFUSS 


LANNING PROGRAMS for hospi- 
| en can be varied from en- 
tirely new construction of a 
physical plant to replacement of 
plumbing fixtures or laying out 
laboratory facilities by minor re- 
modeling and changes in equip- 
ment only. To be of any assistance, 
the hospital engineer must have 
certain qualifications, among the 
most important of which are flexi- 
bility in thinking through situ- 
ations and thorough knowledge of 
hospital operations, both from the 
technical and economic standpoint. 

Basically, anyone involved in a 
planning program must under- 
stand that certain prerequisites are 
necessary to attain the desired re- 
sults. One must always keep in 
mind that flexibility is essential 
and that it is usually possible to 
reach the goal by more than one 
method. 

For example, in planning re- 
modeling, minimum disruption of 
utility services could result in 
maximum disruption in some de- 
partment function, such as house- 
keeping. In a given situation it 
may be more desirable to disrupt 
certain utility services than to al- 
low any disruption of housekeep- 


Philip Dreifuss, P.E., is regional me- 
chanical engineer, Department of Health, 
Education and Welfare, at Kansas City, 
Mo. This article is based on a pwresenta- 
tion at the American Hospital Associa- 
tion Institute on Hospital Engineering in 
Kansas City, Mo., April 7-11. 
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How can a hospital engineer con- 
tribute to the programing and plan- 
ning of a remodeling or construction 
project? What is his role during the 
construction period and in the initial 
operating stage of the new or revived 
facility? Ability to think through situ- 
ations and a demonstrated knowledge 
of over-all hospital objectives will 
make the engineer a valued member 
of the planning team during these 
important periods, the author states. 


ing functions. These considerations 
must be understood by the hospital 
engineer, who should be one of the 
dynamic forces in a planning team 
to assure an orderly sequence of 
planning. 


EARLY PHASES OF PLANNING 


In practice, the hospital engi- 
neer may seldom be called in to 
participate in the early phases of 
planning. The reason may be that 
the engineer has not sold himself 
to the administration by showing 
that he has a thorough knowledge 
of the over-all problems, that he 
has a desire to be of assistance in 
planning and is definitely inter- 
ested in all phases of the physical 
plant and’ not just in the type of 
boilers, fans, etc. 

Most hospital engineers are 
familiar with the problems en- 
countered with their present equip- 
ment but have not given any 
thought to what they desire for 
future operations, nor have they 
kept pace with newer products on 
the market. How to correct this 
situation is self-evident. 


Normally, those involved in a 
planning program are: 

Hospital administrator 

Architect 

Consulting engineers 

Department heads 

The sequence of planning 
usually would be roughly as fol- 
lows: 

Program. This is the first step in 
planning. The main essentials are 
that the program should be put in 
writing so that detailed studies 
can be made to find whether the 
finished product or change will 
accomplish the desired results. 
Costly interim conferences and 
changes will be reduced if all con- 
cerned understand this fully. No 
one should start a drawing until 
all details of the program have 
been agreed upon. 

initial Planning Conference. At this 
stage discussions are held with 
the architects and consulting engi- 
neers for setting up the methods 
of implementing the program if 
certain types of construction are 
necessary. With the conclusions of 
this conference in mind, the archi- 
tect can make preliminary draw- 
ings to gain ideas and clarify 
functional relationships. 

Schematic or Preliminary Drawings. 
The type of drawing that the 
architect may select will depend 
on the complexity of the program 
and his concept of the acceptability 
of the layout to the hospital. Nor- 
mally, these drawings are pre- 
sented to the hospital for approval 
with a set of specifications indi- 
cating room finishes, type of heat- 
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engineering and maintenance 
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ing systems, air conditioning, wir- 
ing, plumbing, construction, etc. 

The architect and consulting 
engineers should meet with the 
hospital planning group at this 
stage to discuss the drawings and 
outline specifications. The hospital 
engineer should. attend this meet- 
ing, as his experience should be 
of value in determining the ac- 
ceptability of certain aspects of the 
planning. Plans should be pre- 
sented to the hospital. engineer far 
enough in advance of the meeting 
for him to make a detailed study. 
In planning facilities, the archi- 
tect and engineers may not always 
have kept maintenance and oper- 
ating problems in mind. 

Contract Drawings and Specifications. 
The hospital engineer should be 
thoroughly familiar with the pro- 
visions of these drawings, some- 
times called “bidding documents”’. 
He should have detailed informa- 
tion as to what is being specified 
or proposed for assurance that all 
items can be reasonably main- 
tained and will function’ under the 
normal program set up by the hos- 
pital. 

The hospital engineer should 
carefully examine all _ specifica- 
tions to make sure all equipment 
can be properly serviced in his 
area. The designing architect or 
engineer should be apprised of any 
difficulties that may be encoun- 
tered. Adequate records should be 
kept on the maintenance and 
operations of existing equipment 
so that the facts, rather than 
thoughts or ideas, can be pre- 
sented. 

Once plans and specifications are 
placed on the market and bids are 
taken, changes that are necessary 
due to an oversight can cost a con- 
siderable sum of money. This does 
not mean that changes are not 
necessary on occasion since, as 
construction proceeds, new con- 
cepts may develop. 


CONSTRUCTION PHASE 


The degree to which the hospi- 
tal engineer acts as the owner's 
representative for addition or al- 
teration projects depends upon his 
experience and_ responsibilities. 
Only if he is specifically appointed 
as clerk-of-the-works or given a 
similar title should he have any 
direct relationship with the con- 
tractors. He should keep abreast 
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of construction, however, and if he 
notices anything requiring correc- 
tion, he should make suggestions 
only through the architect’s repre- 
sentative. 

Where the hospital is contract- 
ing direct for alterations or repair 
work, the hospital engineer should 
have the same authority as an 
architectural representative or 
clerk-of-the-works, Detailed su- 
pervision is indicated under these 
conditions and usually a direct 
Savings can inure to the hospital 
if the hospital engineer has suf- 
ficient background and experience 
in the type of work under contract. 

During construction, shop draw- 
ings are received periodically by 
the architect, who should consult 
with the hospital engineer if there 
are any deviations from equipment 
specified or shown. This liaison 
will be difficult to achieve but it 
is very important if the hospital 
engineer has the proper back- 
ground. Due to the complexity of 
hospital construction, there is al- 
ways a possibility that layouts or 
drawings will be misinterpreted. 
There are also cases in which cer- 
tain items of equipment are speci- 
fied but due to size or other char- 
acteristics cannot be located in 
areas originally shown. In these 
situations, maintenance or opera- 
tional problems may be created 
when substitutions or layout re- 
visions are made. The viewpoint of 
the hospital engineer will be help- 
ful in solving them. 


EFFECT OF BUILDING CODES 


The complexity of present-day 
construction and the many. new 
products constantly appearing on 
the market have made it necessary 
for local and state governments to 
establish building codes. These 
codes are primarily minimum 
standards to protect the health, 
safety and welfare of the public. 
In many instances they are used 
as a guide in construction. Some 
are performance codes and others 
are specification codes. 

The following codes should be 
available to the hospital engineer, 
and he should understand how 
they affect his day-to-day opera- 
tions and any future planning: 

Building 

Building exits 

Heating, ventilating, and air 
conditioning 


Plumbing 

Electrical 

Elevator 

Smoke abatement 

Zoning restrictions 
nances 

Boilers 

Pressure vessels 


and ordi- 


UTILITIES DATA USEFUL 


Knowledge of local utility serv- 
ices and rates is essential to a 
comprehensive background of the 
economics of hospital operation. 
For example, the hospital engineer 
should know the Btu rating per 
cubic foot of gas (if it is the pri- 
mary fuel of the hospital) and the 
quantities that will be consumed, 
so that preferential rates may be 
obtained. The same should be true 
of oil, including the quantity that 
must be purchased in order to ob- 
tain reduced rates. In many in- 
stances, the hospital engineer is in 
a better position to obtain this in- 
formation than the designing 
architect or his consulting engi- 
neer. In general, the hospital engi- 
neer should have the following 
information available: 

Weter. Pressure, fluctuations in 
pressure from maximum to mini- 
mum, flow rates and conditions of 
mains, and sizes of mains. He 
should know approximately which 
mains and laterals serve the hos- 
pital. 

Sewage Lines. Location and size 
of drain lines, capacity of lines, 
any backwater problems when 
storm and sanitary are carried in 
the same lines, knowledge of sepa- 
rated systems within the commu- 
nity, necessity for grease traps, and 
the local policy for handling of 
radioactive materials if there are 
any. 

Electrical. Types of service avail- 
able, rates, dependability. 

Heating Fuels. Dependability of 
supply, rates, operational prob- 
lems. 

It should be remembered that 
changes in the plant can affect the 
utilities and conversely, any 
changes in utility characteristics 
can affect existing equipment. 

The hospital engineer’s knowl- 
edge of local labor union policies 
will also be useful in planning new 
er remodeled facilities. Variations 
in rules covering what a union will 
allow its members to do should be 
known by the hospital engineer so 
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THERE 1S NO OTHER 


Comfort Conditioning 
so well adapted 


Radiant Acoustical Radiant Heating, Cooling and 
@6Acoustical Ceiling 


iling 
Ce g A Burgess-Manning Radiant Acoustical Ceiling com- 


pletely comfort conditions a building winter and 
summer and, in addition, provides the best possible 
acoustic control to absorb noise. 

lt not only performs these functions but performs 
them with superior efficiency and economy, with no 
additional first cost and an actual reduction in main- 
tenance cost. 

Radiant heat, Nature’s own method, has long been 
recognized as the more technically correct method 
of any known means of heating for human comfort. 
It is particularly advantageous for hopsital use. Since 
it is not dependent on air currents, unpleasant drafts 
are eliminated. Floors are always warmer than the 
air of the room—there is no appreciable difference in 
room temperature from floor to ceiling—concentrated 
heat sources or cold spots are eliminated. All of these 
advantages are particularly desirable in hospital 
buildings. 

From a structural standpoint, the Burgess-Manning 
Ceiling provides more architectural design freedom, 
more useful floor area and building space. Because 


Your Building is Better — of its operational efficiency and the inherent advan- 
tages of radiant heat, fuel economies are obtained 


Your Building Budget No Bigger os well. 
The Burgess-Manning Radiant Acoustical Ceiling 
might have been designed especially for hospital use. 


Write for Burgess-Manning 
Catalog No. 138-2K 


SEE OUR CATALOG 


\IN SWEET 
ARCHITECTURAL 


OR WHITE FOR COFY 


5970 Northwest Highway, Chicago 31, Ill. 
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BURGESS-MANNING COMPANY 
Anchitectural Products Division 
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that he can make use of the situ- 
ation rather than allow it to be- 
come an operational bottleneck in 
equipping and planning. For ex- 
ample, boilers can be designed to 
operate at variations in pressure 
so as to allow use by different 
classes of engineers during cer- 
tain shift periods; light fixtures of 
the type that must be changed by 
electricians can be kept at a mini- 
mum. 


OPERATIONAL PHASE 


When the facility is ready to be 
turned over to the hospital for 
operation, the engineer comes to 
the maintenance and operation 
phase of the project. He now is 
given the responsibility for caring 
for an investment of many thou- 
sands of dollars. A consultation 
with the hospital engineer, rather 
than the designing architect or 
consulting engineer, in setting up 
the policies for caring for this in- 
vestment, will determine to a 
great degree the life expectancy 
and usefulness of the building. The 
engineer should be one of the dy- 


namic forces behind setting up the 
policies; he must be able to “sell” 
the programs to other members of 
the management team. 

One reason why the hospital 
engineer should be thoroughly 
familiar with the provisions of the 
contract documents is that certain 
guarantees and maintenance pro- 
visions are included. For example, 
the building and its parts nor- 
mally carry a one-year guarantee 
that they are as specified and will 
function in a certain manner, The 
engineer should know the date 
that this guarantee becomes effec- 
tive, as it can affect certain mainte- 
nance work that he may perform. 
If during the first year a fault 
comes to light that indicates a 
piece of equipment was not as good 
as specified, he may contact the 
contractor responsible for the in- 
stallation and then the architect, 
apprising him of the situation in 
case his help should be needed. 

A normal guarantee does not 
provide for replacement or repair 
if the specified equipment is not 
properly maintained. Proper 


maintenance is solely the responsi- 
bility of the hospital. For this rea- 
son, the maintenance program 
must be worked out before the 
engineer assumes the responsibility 
for the building or equipment. 


STANDBY REPLACEMENTS 


When the building is accepted 
from the contractor, the party ac- 
cepting should make it a point to 
obtain standby replacements for 
certain pieces of equipment that 
may have been ordered especially 
for the building and may not be 
manufactured in the same pattern 
in the future. 

These replacement items might 
include double pane windows, 
pump spares, extra motors, acous- 
tical tile, floor tile, faucets or other 
equipment of special design that 
is critical to the building’s opera- 
tion or maintenance. Most con- 
tractors will be very cooperative 
in assisting the engineer to stock- 
pile such items for, to a degree, it 
safeguards their guarantee. 

The engineer should also make 

(Continued on page 102) 
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Psychiatric treatment of children 


PSYCHIATRIC INPATIENT TREATMENT 
OF CHILDREN. Washington, Ameri- 
can Psychiatric Association, 1957. 
194 pp. $3.50. 


This volume is essentially a re- 
port of the Conference on Inpa- 
tient Psychiatric Treatment for 
Children, held in Washington, D.C., 
Oct. 17-21, 1956. A financial grant 
to the American Psychiatric As- 
sociation from the National Insti- 
tute of Mental Health, U.S. Public 
Health Service, was used by the 
American Psychiatric Association 
and the American Academy of 
Child Psychiatry to cooperatively 
plan and conduct the conference. 
Each organization appointed a 
chairman and other members to 
serve on a steering committee. 

The group of children compris- 
ing adolescents aged 12 to 16 years 
was not considered for lack of 
time. Hence, the aim of this con- 
ference was to contribute to for- 
mulating criteria for developing 
an “inpatient treatment center” 
for children under 12. 

The list of the participants in 
the conference is long. Their range 
of interests and experience is broad 
in some instances and narrow in 
others. Some participants have had 
actual experience with inpatient 
psychiatric service for children; 
many have not. It is difficult to dis- 
cern the pattern of choice of cen- 
ters for which descriptive studies 
were made. Through some error, 
institutions were credited with 
having “inpatient service” where 
none existed, and some well known 
representative ones were omitted. 

A children’s “inpatient psychi- 
atric service’ was defined by the 
conference as having a distinctive 
characteristic which is best de- 
scribed as an institution following 
a “total needs concept.’ This means 
that it should provide total care 
and not just therapeutic care. In 
turn, the child requiring inpatient 
psychiatric treatment is under- 
stood to show either “special cir- 
cumstances” or “needs requiring 
it.” These are very broad and illu- 
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sory concepts. In general, the defi- 
nition regarding psychiatric hos- 
pitalization for children seems far 
too broad and the indications too 
narrow. The pattern of the entire 
conference as reported in this pub- 
lication seems to run either to gen- 
eralities that are blanketing or to 
the smallest particulars. For ex- 
ample, “rounded corners and base- 
board joining are practical” is some 


of the meticulous detail that evi- — 


dently received discussion in ref- 
erence to building a children’s 
psychiatric center. “Many experi- 
enced administrators feel it is de- 
sirable for children to have access 
to food between meals”. These are 
not the usual issues that one would 
expect to have taken up at an in- 
itial conference. Although these 
and similar issues are important, 
it is very difficult to see where the 
emphasis is to be placed. Much 
space in the book is given over to 
the obvious. 

Regrettably, too little seems to 
have been reported where differ- 
ences of opinion based on experi- 
ence and differences in theory re- 
garding problems of children were 
expressed among participants. It 
does not seem possible that the par- 
ticipants, identified by the roster 
only as coming from all walks of 
‘professional psychiatric life,’’ 
would have been so unanimous. It 
would have made the report more 
interesting to show the differences 
in approach of some of the partici- 
pants, and even to identify them. 

There is a singular lack of origi- 
nal ideas in either administration 
or research. Although it is sug- 
gested repeatedly that the setting 
of an inpatient psychiatric chil- 
dren’s hospital is a highly favora- 
ble one for development of new 
ideas, too little is reported to in- 
dicate the thinking of the confer- 
ence in other than. in the most 
traditional approaches. A state- 
ment that “clinical research is 
more of an art and less of a science 
than structured research” suggests 
a naive conception of clinical re- 


also: 
public relations guide 


search and a vague conception of 
“structural research’ (whatever 
that is). An apparent poverty of 
thought is expressed in the choice 
of “design” research and the sug- 
gestion that the methodology of 
other research is not as valid. This 
thinking shows a failure to see 


that research in the humanities 


need not ape the “designs” of re- 
search in physical sciences to jus- 
tify itself. 

In general, this volume probably 
does not do justice to the confer- 
ence, which was attended by many 
outstanding professional people 
who must have contributed much 
more than is indicated in this 
rather dry, lifeless report.—GrREG- 
ORY RocHLIN, M.D., Cambridge, 
Mass. 


Public relations guide 


PUBLIC RELATIONS PRACTICES IN 223 


HospPITats. Trade Cor, Inc., 30 N. . 


LaSalle St., Chicago 2, Illinois, 1958. 

119 pp. $15. 

Public Relations Practices in 
223 Hospitals is more than the 
name implies. It is a manual 
which, through conclusions from 
the survey, could be of great help 
to administrators initiating pub- 
lic relations programs. However, 
veterans in the field will feel the 
survey could have been more 
comprehensive. 

Since the book obviously was 
written to be used as a guide, it 
could have been more specific in 
several areas. For example, a 
speakers bureau and public rela- 
tions committee are mentioned, 
but there is nothing concrete about 
their make-up and functioning. 
Also, several common public 
relations practices have been 
omitted. 

Some of the exhibits are good, 
but greater variety in each cate- 
gory would be of benefit to ad- 
ministrators wanting to learn the 
scope of hospital public relations. 
—LuUDEL B. SAUVAGEOT, member, 
Ohio Hospital Association Public 
Relations Committee. 
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fersonnel changes 


@ Willard M. Albury is retiring as 
administrator of Monroe County 
Hospital, Key West, Fla. bt. Comdr. 
Booth Chilcutt, USN (ret.), has been 
appointed to succeed Mr. Albury. 


@ William A. Borrett has been ap- 
pointed administrator of Athens 
General Hospital. He was formerly 
assistant administrator of Georgia 
Baptist Hospital, Atlanta. 


@ John L. Brown has been appointed 
director of Syracuse (N.Y.) Com- 
munity Hospital which is presently 
under construction. His appoint- 
ment is effective Aug. 15. Mr. 
Brown is director of Rockford 
(1ll.) Memorial Hospital. 


@E. I. Erickson has retired as su- 
perintendent of Augustana Hospi- 
tal, Chicago, after 35 years in the 
position, Martin H. Hough, assistant 
administrator at the hospital, has 
been appointed to succeed Mr. 
Erickson. 


@ Charles H. Frenzel has been ap- 
pointed superintendent of Duke 
Hospital, Durham, N.C. He is suc- 
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MR. PORTER 


MR. FRENZEL 


ceeding F. Ross Porter who has re- 
signed to devote his time to the 
study and organization of a foun- 
dation for the Duke University 
Medical Center. Mr. Frenzel was 
formerly assistant superintendent 
of the hospital. He is a graduate 
of the Duke University program 
in hospital administration. 


@ Joseph |. Hutchinson has been ap- 
pointed assistant director of 
Church Home and Hospital, Balti- 
more. He was formerly staff as- 
sistant at Baptist Memorial Hos- 
pital, Jacksonville, Fla. Mr. 
Hutchinson is a graduate of the 
Northwestern University program 
in hospital administration. 


@ Earl ireland has been appointed 
administrative assistant at Me- 
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morial Hospital, Colorado 
Colo. He was formerly administra- 
tor of Memorial Hospital, Sheri- 
dan, Wyo. 


@ Raymond S$. Jackson, M.D., has been 
appointed administrator of Uni- 
versity Hospital at the New York 
University-Bellevue Medical Cen- 
ter, New York City. Construction 
of the hospital is scheduled to be- 
gin in January. Dr. Jackson was 
formerly associate professor of 
medicine at the university’s post- 
graduate medical school and co- 
ordinator of planning for the new 
19-story hospital. 


@ William W. Leak has been ap- 
pointed manager of the Veterans 
Administration Hospital, Musko- 
gee, Okla. He was formerly as- 
sistant manager of the VA Hospi- 
tal at Augusta, Ga. Mr. Leak 
succeeds Daniel H. Miller, M.D., who 
has been appointed manager of 
the VA Hospital in Montgomery, 
Ala. Alexander W. Kruger, M.D., for- 
mer manager of the VA Hospital, 
Brooklyn, N.Y., was to have be- 
come manager of the hospital at 
Muskogee, but resigned from VA 
to become consultant, health serv- 
ices, of the National Committee on 
the Aging. 


@ A. L. Lynd has been appointed ad- 
ministrator of Walker Memorial 
Sanitarium, Avon Park, Fla. He 
was formerly with Highland Sani- 


tarium and Hospital, Portland, 
Tenn. 

@ Donald D. Parke has been ap- 
pointed administrator of Citrus 


Memorial Hospital, Inverness, Fla. 
He was formerly administrator of 
Belle Glade (Fla.) Memorial Hos- 
pital. 


@ David T. Riddell 
pointed to a 
newly created 
position as head 
of fund-raising 
activities at St. 
Barnabas Medi- 
cal Center, 
Newark, N.J. 
The funds are 
to be used for 
construction of 
a new St. Bar- 


has been ap- 


MR. RIDDELL 


nabas Medical 
Center in Livingston, N.J. Mr. 
Riddell was formerly executive 


Research 


officer of the Hospital 
and Educational Trust of the 
American Hospital Association. 
Previously he had served as as- 
sistant to the director of AHA 
and as managing editor of Hos- 
PITALS, JOURNAL OF THE AMERICAN 
HOSPITAL ASSOCIATION. 


@ Poerner Riehl has been appointed 
administrator of Polly Ryan Hos- 
pital, Richmond, Tex. He is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration. 


@ Samvel Samvels has been appointed 
administrator of Memorial Hospi- 
tal of Uinta County, Evanston, 
Wyo. He was formerly a labora- 
tory and x-ray technician. 


@ Billy R. Talbert has been appointed 
administrator of Clinton (Mo.) 
General Hospital. He was formerly 
administrator of Goodlark Hospi- 
tal, Dickson, Tenn. 


@ Lowell M. Vandervort has been ap- 
pointed assistant administrator of 
St. Luke’s Hospital, Milwaukee. 
He was formerly director of per- 
sonnel and public relations at St. 
Barnabas Hospital, Minneapolis. 
Mr. Vandervert is a graduate of 
the University of Minnesota pro- 
gram in hospital administration. 
He succeeds $. 8. Fuller who has 
been appointed administrator of 
Pittsburg (Calif.) Community 
Hospital. 


@ William £. Worcester Jr. has an- 
nounced his resignation as admin- 
istrator of Valley Hospital, Ridge- 
wood, N.J. 


Deaths 


@ Gordon Goree, former adminis- 
trator of Shawnee (Okla.) Muni- 
cipal Hospital, died of cancer on 
May 1. 


@ Captain Charlies J. Holeman (MC) 
(USN ret.), died at the Naval Hos- 
pital, Bethesda, Md. At one time 
he served as commanding officer 
of the Naval Hospital at Pear] 
Harbor, T.H., and as commanding 
officer of the Naval Hospital, Mare 
Island, Calif. 


@ Dan Howard Snow, administrator 


of Henry County Hospital, Paris, 
Tenn., died May 4. 
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THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Status of Private Duty Nurses 


The position of a special duty nurse customarily is 
not that of a hospital employee but closer to the legal 
status of the medical staff. She is usually an independ- 
ent contractor. The rights and duties of such a nurse 
within the hospital are often unclear, hence we are 
devoting this column to clarifying the subject. 

A private duty nurse may be engaged directly by 
the patient, by the patient’s doctor, or assigned to the 
case by the hospital. In the latter situation a regular 
member of the nursing staff may be designated to 
perform special duty, or the hospital may make a 
selection from a roster or registry of special duty 
nurses. In each instance, the nurse generally has a 
contractual relationship with the patient, either ex- 
press or implied. She may sue the patient if she is 
not paid or if her services are terminated prior to the 
agreed time. In most states the special nurse is not 
considered to be an employee of the hospital, but 
rather a private practitioner of professional nursing 
services. 

Like the members of the medical staff, a private 
duty nurse is obligated to follow the rules and regu- 
lations of the hospital. Occasionally, she may have 
to accept advice and instruction from a supervisory 
nurse, but in absence of a dire emergency or disaster, 
she cannot be taken off the case by the hospital and 
assigned to another. Even if the special nurse has 
violated a hospital rule, it is usually wise to allow 
her to complete the case before taking action to deny 
her the privilege of practicing in the hospital. The 
continued care of the patient, of course, must not be 
interrupted. 

If the hospital chooses to limit the practice of spe- 
cial nursing to a select list, it may do so. Because 
denial of a hospital’s facilities to a private duty nurse 
may constitute an interference with her ability to 
earn a living, the hospital must observe some pre- 
cautions to avoid legal liability. There is a risk of a 
libel or slander action if the notice of termination 
of a special nurse’s privileges is too widely publicized 
and is done maliciously. 


LIBEL AND SLANDER 


A recent Illinois case makes a thorough inquiry 
into the law of libel as it affects a private duty nurse, 
the hospital, the director of nurses, and the registry 
of professional nurses. Judge v. Rockford Memorial 
Hospital, 150 N.E. 2d 202 (Ill. App., 1958). 

The plaintiff was a member of the Nurses Profes- 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on problems a hospital should 
consult a member of the local bar. - 
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sional Registry in Rockford, Ill. She had served pa- 
tients in the hospital for many months. A few times 
she was admonished by the nursing supervisor for 
not recording the administration of narcotics to pa- 
tients or not observing the doctor’s stop order. Sub- 
sequently, as a result of certain losses of narcotics 
when plaintiff was on duty, the hospital’s director of 
nurses asked the registry not to assign the plaintiff 
to further cases at the hospital. The grievance com- 
mittee of the registry requested that this be put in 
writing. The letter which followed was sent to the 
registry and no copies were distributed by the hos- 
pital. It related the incidents, made no accusations, 
and repeated the request that plaintiff not be sent 
to the hospital in consideration of “the good of all 
concerned.” 


The plaintiff sued the director of nurses, as an in-— 


dividual, as well as the hospital, alleging that the 
letter was libelous on its face, that malice was thus 
imputed, that the communication was not privileged, 
and that as a result she had suffered injury to her 
reputation and to her earning ability. 


PRINCIPLES OF LAW 


The defendants contended that the letter was quali- 
fiedly privileged and that, as a consequence, it would 
be up to the plaintiff to prove that there was actual 
malice in this situation. The court agreed with this 
position, and stated these principles of law: 

—A privileged communication is one which, except 
for the special circumstances under which it is made, 
might be defamatory. 

—To enjoy a qualified privilege, a communication 
must be between parties, each of whom has an in- 
terest or duty in respect to the matter involved (such 
as an exchange of information about the character of 
an employee). 

—The letter in this case was qualifiedly or condi- 
tionally privileged because there was good faith on 
the part of the hospital, there was an interest or 
duty to be upheld, the statement was limited to that 
purpose, the occasion was proper to exercise this 
duty, and the publication was restricted to the ap- 
propriate parties. 

—In the absence of actual malice, a privileged com- 
munication is not actionable even if it is untrue or 
charges a crime, but if there is proof of malice, the 
communication loses its privileged character and be- 
comes actionable. 

—The hospital in this case, through its agent, acted 
from honest motives and for justifiable purposes: 
there was no prior ill will, bickering, animosity or 
other indication of malicious motivation. 
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... comfortable, positive, on-patient identification 
Best . . . because it’s sealed — permanently sealed 


For FREE Ident-A-Band samples and 
complete information, write ..... 


HoLlstere 


And you can readily see why the seal is important . . . why 
only a strong, permanently fastened seal will do. Unless you are 
positive that the seal is completely reliable you cannot be sure that 
the patient is correctly identified. 

Only Hollister Ident-A-Band has this tamper-proot permanent 
seal. In addition, the hospital name and location printed on each 
band associates this “emblem of protection” with the hospital that 
provides it. It is worn home — often kept as a souvenir. Soft, safe, 
comfortable Ident-A-Band provides this important community 
Good W ill benefit. 

Ident-A-Band is the only method of on-patient identification 
proved efficient, reliable, convenient through actual use on mil- 
lions of patients during the last five years. You can adopt or extend 
your system of Ident-A-Band protection with complete assurance 
that this comfortable, lightweight but strong band, permanent!) 
sealed will be welcomed by patients, nurses and doctors. 
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1 No Mess . . . just press! 


In the delivery room, bring the 
little foot into contact with the 
plate 2 or 3 times to transfer a 
thin film of color to the entire 
sole of the foot. 


2 Apply foot to chart sheet 


with a heel-to-toe motion for 
just am instant and there's the 
footprint! Repeat the procedure 
with the other foot. Then take 
the mother’s right thumb or in- 
dex fingerprint on the same 
chart sheet. 


3 Perfect prints in seconds 


Make sure lines are sharp and 
valleys are clear — most impor- 
tant in taking baby prints. Hol- 
lister Kromekote chart sheets 
yield the best print of all. 


4 No messy clean-up! 


Sponge feet to remove traces of 
color that may remain on baby’s 
skin. There’s no messy ink and 
roller .. . no dirty hands... 
no soiling of uniforms! 


Footprinting the newborn... 
.. . Now can be positive! 


the Toot Prin ter by flollister 


Recent tests* proved that the Hollister FootPrinter produced 84% 
identifiable prints as compared with 34.9% and 14% produced by 
other methods. In fact, ridge structure was shown in 100% of the 
FootPrinter prints when made on Kromekote high gloss paper! An 
important reason why the Hollister FootPrinter is used today in over 
2,000 hospitals in the United States and Canada. 


*Reported in Hospitals, Journal of the American Hospital Association, Aug. 16, 1957. 


FRANKLIN C. HOLLISTER COMPANY 
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The trial court judge had refused to let the case 
go to the jury, holding that the plaintiff had not made 
out a case of actionable libel, and the appellate court 
concurred. 


INTERFERENCE WITH CONTRACT 


We may contrast this case with an earlier one in- 
volving a physician as defendant. He had become 
annoyed at a private duty nurse attending a person 
near his own patient. He allegedly told the nurse he 
would see that she was ousted. A few years later the 
hospital administrator informed her that she was be- 
ing removed from the private duty nurses list and 
indicated that the doctor had threatened not to bring 
his patients to the hospital unless the nurse were 
barred. The appellate court upheld the jury’s verdict 
for the nurse, proclaiming the legal maxim that one 
who, without justification, induces a third person to 
cease business relations with another, is liable for 
the resulting damages. Owen v. Williams, 322 Mass. 
356, 77 N.E. 2d 318 (1948). 


DISCRETION, NOT VALOR 


From the foregoing it appears that hospital per- 
sonnel would be well-advised to exercise considera- 
tion when terminating the privileges of a private 
duty nurse, just as they would be with a member of 
the medical staff. While neither doctor nor nurse may 
enjoy an absolute right to practice within the hospi- 
tal, the method of announcing the withdrawal of 
privileges should be handled discretely and in a 
manner devoid of libelous implications. Any privi- 
lege enjoyed by the hospital in making communica- 
tions regarding such matters would be lost if ill will 
or evidence of malice were proved. 


Death and Privacy 


The right of privacy is recognized in the law of 
many states. This is the privilege of being let alone, 
free from unjustified publicity. In the hospital the 
patient is entitled to his privacy, which means that 
without his approval there should be no undesired 
publicity, photographs, televising of operations, or 
unauthorized witnesses to medical treatment. 

Under certain circumstances, however, celebrities 
have reached a position where the public has a legiti- 
mate interest in their activities. Limited information 
about the hospitalization of such personalities may 
be disseminated. 

While libel concerns an injury to one’s character 
and reputation, invasion of privacy involves hurt 
feelings Because a disturbance of the peace and 
comfort of an individual is personal, an action based 
on right of privacy does not survive the death of the 
injured party. Neither the representative of the 
estate of the deceased nor. bereaved relatives of the 
ceceased may sustain such a lawsuit for the person 
allegedly libeled. after he has died. 

In Kelly v. Johnson Publishing Company, 325 P. 
2d 659, (Cal. App., 1958) the court dismissed a suit 
brought by sisters of a former boxing champion, for 
the reasons stated above, although the defendant’s 
magazine related that the deceased had been an im- 
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pecunious dope addict whose death came by foul 
means. 

Despite the favorable position of the law of privacy 
regarding deceased patients, hospitals would be well 
advised to exercise the same good taste in disclosing 
information or distributing photos of such persons as 
they do with the living. 


Liability for Blood Test 


The consequences of performing a test to ascer- 
tain the alcoholic content of blood were litigated in 
the case of Collins v. Howard, 156 F. Supp. 322 (D.C.., 
S. D. Ga., 1957). The plaintiff was brought to the 
hospital early Christmas Day and a sample of his 
blood was taken by a nurse on duty. The sample 
was then transferred to an outside clinical laboratory 
where it was analyzed. The report of the analysis 
prepared by the physician in charge of the laboratory 
was disclosed to the plaintiff's employer. The em- 
ployee, a railroad crewman, was fired. 

In the action brought against the doctor, the 
clinical laboratory, and the hospital, it was alleged 
that there had been a breach of a confidential pro- 
fessional relationship and an unlawful interference 
with the plaintiff's employment contract. A further 
action based on libel and slander was dismissed be- 
cause it had not been filed before the expiration of 
the applicable statute of limitations. The court stated 
that the law of Georgia does not recognize con- 
fidential communications between physicians and 
patients. Even if there had been such a statute, the 
court felt it would probably apply only when a pa- 
tient is being treated. The taking of a blood sample 
for analysis is not treatment, but rather merely an 
examination which would not be privileged under 
most confidential communications statutes. 

The court cited with approval a case where a phy- 
sician performed a blood test to determine alcoholic 
content of a person at the request of police officials. 
This was held not to be treatment. Further. the court 
added, the nurses would not be included in a phy- 
sician-patient privilege unless the nurse was acting 
as an agent or an assistant to the patient’s own 
physician. In this 
particular case, 
the nurse was an 
agent of the hos- 
pital, not of the 
defendant doctor. 
As a result, in 
the absence of 
any malicious 
action on the 
part of the de- 
fendants, and in 
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Hill-Burton Compromise Reached ES 


A House-Senate conference committee has voted 
$186.2 million as a compromise figure for the Hill- 
Burton hospital construction program for fiscal 1960. 

The figure is $25 million short of the Senate’s 
recommendation of $211.2 million, but is $65 million 
more than the $121.2 million recommended by the 
House. 

Of the funds recommended by the conference com- 
mittee, $150 million is for the basic program. This is 
the same amount voted by the Senate committee, 
but is $51 million more than was recommended by 
the House group. 

Some $35 million was recommended as the ap- 
propriation for Part G of the construction program, 
instead of the $21 million proposed by the House or 
the $60 million proposed by the Senate. 

Part G funds were allocated as follows: 

® $7.5 million for diagnostic or treatment centers, 
instead of $6.5 million as proposed by the House and 
$20 million as proposed by the Senate. 

® $7.5 million for hospitals for the chronically ill 
and impaired, instead of $6.5 million as proposed by 
the House and $20 million as proposed by the Senate. 

@® $10 million for rehabilitation facilities as pro- 
posed by the Senate instead of $4 million as proposed 
by the House. 

® $10 million for nursing homes as proposed by the 
Senate, instead of $4 million as proposed by the 
House. 

The remaining funds, $1.2 million, were allocated 
for hospital research programs. The conference group 
accepted language proposed by the House, but stricken 
by the Senate, which limits the amount that may be 
paid to cover indirect costs of a research project to 
15 per cent of the direct cost. 

Because of the joint conference committee’s work 
and press of debate in Congress on international 
crises, congressional leaders believe there will be little 
debate on the hospital construction program in the 
House or Senate and that the appropriations bill may 
be signed by the President by Aug. 1. 

(In other congressional action, a Senate committee 
favorably reported on two bills to extend Hill-Burton 
for five years and to make Hill-Burton funds avail- 
able to certain groups on a loan basis. House has 
already voted to extend Hill-Burton for three years 
and to make H-B funds available on a loan as well 
as grant basis.) 


AHA Testifies on Four Issues 


Mid-July found Congress with many other hospital 
and health issues unresolved. Several appropriation 
bills were tied up in House and Senate committee 
debate. Attempts to resolve differences between House 
and Senate versions of “medicare,” and other vital 
hospital programs dragged on into August. 
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The American Hospital Association testified before 
different committees on four different issues during 
the month—‘“medicare,” and intern housing, nursing 
homes, and Veterans Administration hospital policy. 

MEDICARE—July 15 AHA made an appeal to the 
Senate Subcommittee on Department of Defense Ap- 
propriations to make full use of the benefits of avail- 
able civilian health services for civilian dependents 
under the “medicare” program. Speaking for the 
Association, Ray E, Brown, superintendent of the 
University of Chicago Clinics and a past AHA presi- 
dent, urged the subcommittee to eliminate Section 
633 from the defense department’s appropriation bill. 

He said in his statement: “‘We feel that this provi- 
sion would inevitably result in the destruction of the 
program and a return to the chaotic, unfair and 
highly discriminatory practices that existed with re- 
spect to the provision of dependent care before the 
Dependents’ Medical Care Program went into effect.” 

Many congressmen and administration officials be- 
lieve that controversial Section 633 will be stricken 
from the bill in committee conference between the 
House and Senate. 

In the meantime, the defense department has al- 
ready moved to cutback its use of civilian physicians 
and hospitals under the “medicare” program. Un- 
official estimates place the cutback at about 10 per 
cent. The reduction of civilian hospitals and doctors 
will largely affect beneficiaries who live within or 
adjacent to military installations having their own 
hospitals and medical personnel. 

First official outline of defense department policy 
change was given in a July 15 speech by Maj. Gen. 
Paul I. Robinson, executive director for “medicare.” 


GEN. ROBINSON DR. HAMILTON 


MR. BROWN 


Speaking before the 62nd annual convention of the 
American Osteopathic Association in Washington, 
Gen. Robinson explained that “medicare” was set- 
up. to take care of eligible dependents who could not 
be accommodated in existing military medical service 
facilities. Now, a year and half later, “medicare’’ is 
draining these facilities of patients to the extent that 
such continued operation is economically unsound. 
The planned cutback in the use of private doctors 
and civilian hospitals, Gen. Robinson said, will be 
a leveling-off procedure geared to restrict civilian 
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facilities only where existing military facilities can 
accommodate the demands. 

HOUSING AND HOMES—House Banking and Cur- 
rency Subcommittee on July 11 heard AHA testi- 
mony given by Dr. T. Stewart Hamilton, vice chair- 
man of AHA’s Council on Professional Practice, and 
executive director of Hartford (Conn.) Hospital. 

Dr. Hamilton asked Congress to expand loan au- 
thorization under the college housing program for 
student nurse and intern housing from $25 million 
to $150 million, and expressed concern over Section 
201 of Senate housing bill S. 4035 which establishes 
a federal mortgage insurance program for the con- 
struction and renovation of nursing homes. 

Specific aspects of Section 201 which vitally affect 
the hospital field, according to Dr. Hamilton, are: 

(1) Nonprofit and proprietary organizations are 
equally eligible and treated on the same basis. 

(2) The federal government will insure the mort- 
gage which can be assumed, at prevailing commercial 
rates of at least 5.5 per cent to 6 per cent. 

(3) Nursing homes are so broadly defined that they 
may encompass many of the services now provided 
by chronic disease and rehabilitation facilities, Care 
in nursing homes is not to be confined to the aged 
group but can extend, for example, even to children 
recovering from polio or other crippling diseases re- 
quiring rehabilitative services and care. 

(4) Under the definition in this section, nursing 
homes can include such services and equipment as 
may be necessary in the care of patients. 

(5) The construction of these facilities, which may 
provide services already available in existing hospi- 


tals in thé same areas, is not subject to the certifica- 
tion of need provisions of the Hospital Survey and 
Construction Act. 

(6) The Federal Housing Administration is au- 
thorized to regulate charges and methods of opera- 
tion of the borrower, as a condition of the federal 
government’s guarantee of the mortgage. 

Dr. Hamilton told House committee members that 
AHA cannot support Section 201 as drafted, and in 
fact would oppose certain provisions within Section 
201. 

AHA is opposed, he said, to: (1) inclusion of non- 
profit health facilities in a federal mortgage insur- 
ance program; (2) federal loan programs for the 
financing of nonprofit health facilities at normal com- 
mercial interest rates; (3) definition of the term 
“nursing home” as used in Section 201 (Dr. Hamilton 
said “.. . the language is so broad it can be construed 
to include hospitals”); (4) construction of nursing 


. home facilities without meeting requirements of Hill- 


Burton state agency authorities; (5) allowing the 
federal government authority to regulate charges and 
therefore intervene in the operation or administra- 
tion of any health facility. 

(Meanwhile, a decrease of one-eighth of one per 
cent in the interest rate on college housing loans, 
changing the rate from 3 per cent to 2% per cent, 
was announced July 17 by Albert W. Cole, adminis- 
trator, Housing and Home Finance Agency. 

(The lower interest rate will apply to all loans to 
be made from the $26 million uncommitted on July 
1, 1958, and to other loans authorized by Congress 
for the 1959 fiscal year. The 2% per cent rate will 
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continue in effect for the 1959 fiscal year and as long 
thereafter as the average rate on all interest-bearing 
obligations comprising the federal debt remains at 
its present level.) 

VA HOSPITAL POLICY—Representing AHA in 
hearings on veterans hospitalization policies, Dr. 
Martin R. Steinberg, director of Mt. Sinai Hospital, 
New York City, declared that a recent study of 
Veterans Administration patient loads has disclosed 
“profoundly shocking” situations which call for a 
complete re-evaluation of VA policies. 

Dr. Steinberg told the House Veterans Affairs Com- 
mittee that almost half of all veterans being cared 
for in hospitals for nonservice-connected disabilities 
are being cared for at federal expense. Of the vet- 
erans being cared for in VA hospitals, approximately 
two out of every three are being treated for non- 
service-connected disabilities. 

Dr. Steinberg maintained that “the federal gov- 
ernment is assuming obligations which are clearly 
the responsibilities of state and local governments” 
and even of individual citizens. He added that “nothing 
like half of the general population is indigent or in 
need of free care from government.” 

It is AHA’s view, Dr. Steinberg told the commit- 
tee, that the federal government should undertake 
full care for veterans with service-connected ail- 
ments. AHA believes, however, that the federal gov- 
ernment should take no responsibility for nonservice- 
connected cases. 

In order to augment such a policy, AHA recom- 
mended that Congress prohibit VA from operating 
more than the 131,000 beds it is currently operating. 


In re-evaluating policy on veterans hospitalization, 
AHA also recommended that Congress consider: 

(1) The hospital facilities required for the entire 
population and the need to properly staff all such 
facilities, 

(2) The need to establish firm criteria in apprais- 
ing the economic status of a veteran and his ability 
to pay. 

(3) Costs of care required for an older-veteran 
patient group which is increasing. 

As a means of cutting back federal responsibility 
for the care of nonservice-connected cases, Dr. Stein- 
berg said AHA suggests: 

@ Possible amendments to the public assistance 
program to include an additional category for vet- 
erans. 

@ A law providing veterans with voluntary health 


Other Health Bills 


Community Facilities Act 

This bill, which would make provisions for a series 
of public works projects, is being reviewed in public 
hearings, but doubt continues among congressional 
leaders that it will get to the President for signing 
during this session of Congress. Part of the bill deals 
with low interest rate hospital loan construction 
funds. 
Federal Grants for Schools of Public Health 


House has passed an AHA-supported bill to ear- 7 
mark $1 million of federal funds to aid the nation’s : 
11 schools of public health. Bill is now before Presi- 7 


dent for signature. 
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MEMBERSHIP DOWN, UTILIZATION UP— 


Recession Hits Blue Cross Enrollment 


For the first time in nearly 20 years there has been a quarterly loss 


in Blue Cross Plan membership. 


Figures reported to the Blue Cross Commission by 85 Blue Cross 
Plans for the first three months of 1958 set the loss at 139,468 members, 
in contrast to the consistent quarterly enrollment increases since the 


one previously recorded loss of 
20,799 members in the. third 
quarter of 1939. 

The 1958 first quarter loss in- 
cluded . 31,647 subscribers and 
107,821 dependents. 

Total Blue Cross membership 
as of March 31, 1958, was 55,820,- 
296. The total is composed of 
22,345,966 subscribers (40.03 per 
cent) and 33,474,330 dependents 
(59.97 per cent). 

Some 41 Plans reported losses 
ranging from a loss of 143 in 
Wilkes-Barre, Pa., to a high of 
122.599 in Detroit. Fourteen of 
these Plans had losses in excess 
of 5000 members; 10 of the 14 
lost more than 10,000 members; 
five had losses in excess of 20,000 
members. 


INDUSTRIAL AREAS AFFECTED 


In general the 14 high-loss 
Plans are in industrial areas (five 
in the east north central census 
district which includes Ohio, Indi- 
ana, Michigan, and Wisconsin). 
The high-loss Plans are located 
in: Boston, Providence, R.I. (New 
England); Philadelphia, Pitts- 
burgh (Middle Atlantic); Cleve- 
land, Cincinnati, Indianapolis, De- 
troit, Milwaukee (east north 
central); Des Moines, Iowa, St. 
Paul (west north central); Chapel 
Hill, N.C., Huntington, W. Va. 
(south Atlantic); Los Angeles 
(Pacific). (See Table 1.) 

Many of these Plans are in areas 
where industrial layoffs have been 
common through the_ recession 
period, an indication, the Com- 
mission suggested, that Blue Cross 
membership strongly reflects the 
economic climate of the commu- 
nity. 


A ‘CURIOUS FACTOR’ 


Despite the loss in membership 
during the first quarter, the Com- 
mission reported, there was an in- 
crease of more than 5 per cent in 
the number of days spent in hos- 


pitals, compared with the previous 
quarter. 

“This curious factor,” Blue Cross 
stated, “is perhaps explained by 
the preference of Blue Cross mem- 
bers who retain their member- 
ships during industrial layoffs to 
choose this time as a convenient 
one in which to have elective sur- 
gery they have postponed, or it is 
possible that the members who 
forego their Blue Cross member- 
ship are healthier risks than those 
who do retain membership through 
conversion. These members would, 
of course, require more frequent 
hospitalization.” 

In a separate report the Com- 
mission stated that stays of hos- 
pitalized members during. the 
month of March averaged 7.83 
days. The average number of in- 
patient days of care provided by 
the Plans during March was 1064 
days per 1000 members, a decrease 
of 75 days per 1000 members, or 
6.58 per cent, when compared to 
February. 

(The annual rate of hospital ad- 
missions during April was 152 in- 


patients per 1000 members, a new 
high for the month [since 1948 
when the present method of ac- 
cumulating data was adopted.]). 

During the same quarter that 
41 Plans were reporting member- 
ship losses, 39 Blue Cross Plans 
reported membership gains (see 
Table 2). Fourteen of the Plans 
showing gains had gains of more 
than 5000 members; 7 of the 14 
gained more than 10,000 members 
and three had gains in excess of 
20,000. 

A breakdown by 
tricts, the Commission reported, 
shows that the Plans reporting 
enrollment gains in excess of 5000 
are widely spread over the coun- 
try. Their economic climate, gen- 
erally, is nonindustrial or a com- 
bination of industry and business, 
rather than strictly industrial, the 
Commission reported. 

More than 50 per cent of the 
populations of five states and the 
District of Columbia were enrolled 
in Blue Cross Plans as of March 
31, 1958. The states are: Rhode 
Island (73.28 per cent of popula- 
tion); District of Columbia (68.96 
per cent); Delaware (61.58 per 
cent); New York (58.21 per cent): 
Pennsylvania (51.18 per cent): 
Ohio (51.14 per cent), the Com- 
mission reported. 


census dis- 


TABLE 1: PLANS IN EACH SIZE GROUP 
HAVING LARGEST NUMERICAL AND PERCENTAGE 
LOSS DURING FIRST QUARTER OF 1958 


Detroit . 

Des Moines, lowa 
Chapel Hill, N.C. 
Roanoke, Va. 
Huntington, W. Va. 
Fairmont, W. Va. 


Loss 
| Number Percentage 

122,599 3.26 
20,531 3.07 
63,739 12.02 
3,930 2.05 
7,195 7.69 
2,155 7.91 


TABLE 2: PLANS IN EACH SIZE GROUP 
HAVING LARGEST NUMERICAL AND PERCENTAGE 
GROWTH DURING FIRST QUARTER OF 1958 


Numerical Growth 


No. of 
Size Group Plans 
More than 1 million 14 
500,000 to 1 million 18 
200,000 to 500,000 24 
100,000 to 200,000 14 
50,000 to 100,000 6 
Less than 50,000 9 
Size Group Plan 
More than 1 million New York 
500,000 to 1 million St. Lovis 


200,000 to 500,000 
100,000 to 200,000 
50,000 to 100,000 
Less than 50,000 


Albany, N.Y. 
Fargo, N. Dak. 


Boise, idaho 


Baton Rouge, La. 


Percentage Growth 


Growth Plan 


Per Cent 
74,013 Dallas, Tex. 1.28 
38,623 St. Louis 4.85 
9,958 Albany, N.Y. 2.98 
6,287 San Juan, P. R. 4.15 
2,029 Baton Rouge, La. 2.10 


710 Watertown, N.Y. 1.79 
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Enrollment in the United States, 
Puerto Rico, and Alaska repre- 
sented 30.34 per cent of the popu- 
lation; Canadian enrollment repre- 
sented 24.07 per cent of the 
country’s total population. 


Blue Cross Pays Record Sum 
In Hospitalization Costs 


Expenditures for hospital care 
of Blue Cross Plan members 
reached an all-time high during 
the first quarter of 1958. A report 
by the Blue Cross Commission, 
based on data compiled from 
84 approved Blue Cross Plans, 
showed: 

@® More than $346,000,000 of 
total incomé was expended for 
hospitalization costs during the 
quarter. 

@® Of this sum, U.S. Plans ex- 
pended $323,543,408, or 101.02 per 
cent, for hospital care. 

@® Canadian Plans spent $23,- 
324,896, or 99.01 per cent. 

Plan operating expenses, the 
Commission stated, reached a new 
low of 5.89 per cent of income. 

During the quarter, the Com- 
mission reported, reserves for U.S. 
Plans were decreased by 6.97 per 
cent of their total income, com- 
pared with a 2.44 per cent de- 
crease for the first quarter of 1957. 
Reserves for Canada were also 
decreased by 4.17 per cent of total 
income, compared with a .79 per 
cent decrease during the compara- 
ble 1957 quarter. s 


Medal 


Blue Cross 


ys going. 


RICHARD M. JONES (right), director of the 
Bive Cross Commission, accepts a Freedoms 
Foundation George Washington Honor Medal 
from Dr. Kenneth B. Wells, foundation foun- 
der and/president, for the Blue Cross school- 
room diseyssion program. The program is de- 
signed to teach group discussion techniques 
to junior and senior high school students. 
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MEDICAL TRAIN OF EVENTS FOLLOWS— 


Triple Medical Research Funds: Consultants 


A group of special consultants to the Department of Health, Education, 
and Welfare has recommended that expenditures for medical research be 
increased to $1 billion per year by 1970. This amount is more than three 


times the present expenditure. 


The consultants warned that a medical research effort of this magni- 


tude would require that more than 
twice as many physicians and other 
scientists be engaged in medical 
research than are now presently 
working in this area. There are 
now 20,000 medical researchers; 
the need will be 45,000 by 1970, 
the consultants predicted. 

They also stated that funds for 
medical school construction will 
be needed “on a much larger scale 
than has heretofore been contem- 
plated” and that even if large sums 
are provided “it seems certain that 
the number of physicians per 100,- 
000 population will decline” dur- 
ing the next 12 years, 


YEAR-LONG STUDY 


The group was appointed a year 
ago by then HEW Secretary 
Marion B. Folsom (he resigned on 
July 31, 1958, and was succeeded 
by Arthur S. Fleming) to advise 
him on long-term needs in medi- 
cal research and education. Ten 
prominent medical educators and 
industry research executives par- 
ticipated in the study. 

The report stated: ““The consult- 
ants believe it conservative to pro- 
ject total national medical research 
expenditures of $900 million to $1 
billion per year by 1970, as com- 
pared with $330 million in 1957.” 

But, the consultants stated, to- 
day’s medical schools cannot turn 
out enough doctors to provide both 
sufficient staff for a research pro- 
gram of this scale and to meet the 
growing medical care needs of the 
expanding population. 

The consultants expressed. the 
belief that “it would not be in 
the public interest for the num- 
ber of physicians in the nation to 
fall below the ratio of 132 for each 
100,000 persons in the population. 
This ratio has remained constant 
(plus or minus two) over the past 
30 years.” 

Maintenance of this ratio, the 
report stated, would necessitate 
construction of from 14 to 20 new 
medical schools at a cost of be- 
tween $500 million and $1 billion. 
However, the report continued, 
there is usually a lapse of approxi- 
mately 10 years from the time a 
school is planned until the first 


class is graduated, so that should 
sufficient funds be available the 
ratio between doctors and popula- 
tion would still decline. 


NEED FEDERAL FUNDS 


Concerning the money needed, 
the report stated that “unless there 
is a marked change in social phi- 
losophy leading to private gifts or 
state appropriations on an unpre- 
cedented scale, large federal ap- 
propriations will be required.” 

The consultants suggested that 
the federal government continue 
to provide approximately half of 
all funds for medical research, On 
this basis, federal expenditures 
would increase from $186 million 
in 1957 to approximately $500 mil- 
lion by 1970. 

Industry contributed approxi- 
mately $90 million to medical re- 
search costs last year, the report 
stated, and private philanthropy 
accounted for approximately $35 
million, but these estimates are 
probably low, the report contin- 
ued. Endowment income was esti- 
mated at $19 million. 

The committee’s projections call 
for annual expenditures of more 
than $300 million by industry and 
for contributions of more than 
$100 million by private philan- 
thropy by 1970. 

The consultants stated that the 
National Institutes of Health and 
the grant programs operated un- 
der NIH “have over recent years 
exerted the most important single 
influence upon the dimensions of 
American medical research.” 

Chairman of the committee of 
consultants was Dr. Stanhope 
Bayne-Jones, formerly dean of 
the Yale University School of 
Medicine, president of the joint 
administrative board of the New 
York Hospital-Cornell Medical 
Center, and technical director of 
research, office of the Army sur- 
geon general. e 


Kansas City Group Sets Up 

Infection Control Committee 
An Infections Control Coordinat- 

ing Committee has been estab- 
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lished by the Kansas City Area 
Hospital Association. A pathologist 
has been selected to be chairman 
of the new association coordinat- 
ing committee. 

Members include doctors in sur- 
gery, pediatrics, internal medicine, 
pathology, and public health, scien- 
tists in microbiology and epidemi- 


ology, trustees, administrators, and 
directors of nursing. 

The infections group will give 
advice and encouragement con- 
cerning infections control programs 
in individual hospitals, working 
with their hospital committees, 
and coordinating an area-wide 
control program. 


833 HOSPITALS REPRESENTED— 


Survey Probes Hospital Councils’ Activities 


Some 833 hospitals are members of 20 metropolitan hospital councils 
with full-time staffs, according to a recent survey by the Hospital Coun- 


cil of Philadelphia. 


In addition to the institutional members, the councils reported that 
they had 430 individuals, public representatives, and agencies as members. 


Fifteen of the 20 councils grant 
voting privileges on an institu- 
tional basis only, the survey 
showed, but three grant the vote 
to both institutional and personal 
members 

The 20 councils employ 104 per- 
sons on a full-time basis. Of this 
number, 44 are professional per- 
sonnel and 60 have clerical and 
allied duties. There are 14 part- 
time council employees, 11 of 
whom act as consultants. 


HOW DUES ARE CALCULATED 


Among the councils reporting 
the basis for their annual assess- 
ments of dues, six calculate hos- 
pital membership dues according 
to the number of beds in the mem- 
ber institution. Eight councils re- 
ported that they calculate hospi- 
tal dues on a patient-day basis. 

As a group, the 20 councils have 
a total income in excess of $1 
million. Hospital members con- 
tribute 37 per cent of the operat- 
ing budgets. The largest source of 
income, approximately $480,000 or 
46 per cent, is derived from 
foundations, Blue Cross Plans, 
Public Health Service grants, and 
purchasing and collection service 
income. Personal membership ac- 
counts for a very small part of the 
income of the councils. 

Concerning their areas of ac- 
tivity, 17 councils reported that 
they gather and distribute infor- 
mation on salaries and related 
personnel practices; 16 engaged in 
activities relating to state and 
local legislation; 15 councils do 
specialized work in research and 
statistics; 14 engage in public re- 
lations activities. 


ACTIVE IN OTHER AREAS 


Thirteen reporting councils 
stated that they are active in the 
fields of accounting, Blue Cross 
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relations, and medical relations. 

Other major areas of activity in- 
clude: Community Chest-hospital 
relations, capital planning, per- 
sonnel placement, and coopera- 
tive purchasing. 

In addition, some hospital coun- 
cil programs also include: student 
nurse recruitment, credit and col- 
lections services, central admis- 
sions, labor relations, institutes 
and roundtables, newsletters, and 
job evaluation. 


Councils participating in the 
survey were: 
California: Hospital Council of 


Southern California. 

District of Columbia: Hospital Coun- 
cil of the National Capital Area. 

WMinois: Chicago Hospital Coun- 
cil. 

Kansas-Missouri: Kansas City Area 
Hospital Council. 

Maryland: Baltimore Hospital 
Council. 

Massachusetts: Hospital Council of 
Metropolitan Boston. 


Greater Detroit Area 


Michigan: 
Hospital Council, Southwestern 
Michigan Hospital Council. 

Minnesota: Twin City Regional 
Hospital Council (Minneapolis-St. 
Paul). 

Missouri: Greater St. Louis Hos- 
pital Council. 

New York: Nassau-Suffolk Hos- 
pital Council, Greater New York 
Hospital Association, Hospital 
Council of Greater New York, 
Central New York Regional 
Hospital Council, Rochester Re- 
gional Hospital Council. 

Ohio: Cleveland Hospital Coun- 
cil, Columbus Hospital Federa- 
tion. 

Pennsylvania: Hospital Council of 
Lackawanna County, Hospital 
Council of Western Pennsylvania, 
Hospital Council of Philadelphia. ® 


244 Entries Sent to Michigan 
Hospital Idea Contest 


Three dietary department em- 
ployees at Hurley Hospital, Flint, 
Mich., shared in the $1000 first 
prize of the Michigan Hospita! As- 
sociation’s Search for New Hospi- 
tal Achievements. There were 244 
entries in the contest open to 
Michigan hospitals. 

The grand prize winners were 
Genevieve M. Parker, chief die- 
titian, Catherine Gockel, patient 
food service supervisor, and Avery 
Mallison, food service manager. 
Their entry described food service 
improvements responsible for an 
estimated saving of $73,094 per 
year. 

Prizes of $500 each were pre- 
sented to first award winners in 
each of four hospital size cate- 
gories. Winners were: 

More than 500 beds: Dorothy Goy- 
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vich, senior laboratory technician, 
Harper Hospital, Detroit, for an 
idea to expedite laboratory serv- 
ices. 

201 to 500 beds: William H. Ennis, 
purchasing agent, Hackley Hospi- 
tal, Muskegon, for an idea saving 
approximately $5000 annually 
through improvements in office 
procedures. 

50 to 200 beds: Kathryn Groene- 
velt, R.N., director of nursing, 
Imelda E. Dailey, R.N., and Mary 
Lou Van Dyke, R.N., all of Holland 
City Hospital, for a nursing serv- 
ice system resulting in the saving 
of 40 nursing care hours per day. 

50 or fewer beds: Lyman McLouth, 
hospital engineer, and Ethel M. 
Wellman, medical secretary, both 
of Oceana Hospital, Hart, for a 
mattress drying and storage rack 
device/ 

Theké were also 10 special 
awards of $100 each and 22 honor- 
able mention certificates. 

Largest single group of money- 
saving ideas submitted in the con- 
test, 49, concerned work simplifica- 
tion methods. Thirty-eight entries 
dealt with improving professional 
and other services and 19 others 
were concerned with elimination 
of waste. A wide range of other 
improvements was covered in the 
remaining 138 entries. 

MHA plans to publish the ideas 
in a pamphlet to be made available 
to member hospitals for general 
adoption where practical. . 


Group Elects Officers 


indianapolis (ind.) Area Hospital Coun- 
ci: president, Elton T. Ridley, as- 
sistant administrator, Indiana 
University Medical Center, Indi- 
anapolis; vice president, Wilbur C. 
McLin, administrator, Community 
Hospital, Indianapolis; secretary- 
treasurer, A. J. Perrez Jr., ad- 
ministrator, Indianapolis General 
Hospital. 


Ordway Tead to Deliver 
ACHA Bachmeyer Address 


Ordway Tead will deliver the 
10th annual Arthur C. Bachmeyer 
Memorial Address of the Ameri- 
can College of Hospital Adminis- 
trators on Aug. 17 in the Crystal 
Ballroom of the Palmer House, 
Chicago. 

Mr. Tead is vice president of 
Harper and Brothers, book pub- 
lishers. Mr. Tead is a past presi- 
dent of the Society for the Ad- 
vancement of Management; former 
chairman (1938-53) of the Board 
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of Higher Education of New York 
City; former member of the Presi- 
dent’s Commis- 

sion on Higher 
Education. 

He is also a 
lecturer in per- 
sonnel adminis- 
tration and 
guest professor 
of industrial 
relations at 
Columbia Uni- 
versity. 

The address, 
a regular highlight of the ACHA 
banquet, will take place a few 
hours after the college’s after- 
noon .convocation ceremonies. 


MR. TEAD 


Newscaster Chet Huntley 
To Speak at AHA Convention 


Chet Huntley, National Broad- 
casting Company news commenta- 
tor, will be the speaker at the Aug. 
19 general assembly during the 
American Hospital Association 
convention in Chicago. 

Mr. Huntley’s address, “From a 
Reporter’s Notebook,” will be pre- 
sented at 3:45-4:30 p.m. in the 
Arena of the International Amphi- 
theatre. 


New York Hospitals Pay Fee 
For State Narcotics License 


Hospitals, laboratories, and dis- 
pensaries in New York State must 
pay a license fee of $10 and regis- 
ter their licenses biennially in or- 
der to comply with new amend- 
ments to the public health law 
regulating narcotics. 

A license fee of $25 and bien- 
nial registration apply to narcotics 
wholesalers and manufacturers. 

Dr. Herman E. Hilleboe, state 
health commissioner, stated that 
before the new legislation was 
passed there were no registration 
requirements for these groups and 
no fee for the initial license or 
certificate of approval. 

“Between now and the 1960 
registration period,’ Dr. Hilleboe 
stated, “the Narcotic Control Sec- 
tion of the state health depart- 
ment’s Office of Legal Affairs will 
conduct investigations of approval 
... to make certain that only 
qualified persons are handling nar- 
cotics.”’ 


Col. R. T. Jenkins Given 
New Air Force Assignment 


Col. Raymond T. Jenkins, USAF 
(MC), has been assigned to the 
post of deputy director of plans 
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and hospitalization in the office of 
the Air Force surgeon general. 
He was formerly surgeon of the 
12th Air Force. 

Col. Jenkins is a diplomate of 
the American Board of Aviation 
Medicine and the National Board 
of Medical Examiners, and is a 
fellow of the American College of 
Preventive Medicine. . 


State Must Approve Adoption 
Under New Connecticut Law 


Connecticut’s General Assembly 
has enacted a law affecting appli- 
cation for adoption. Under the act, 
as reported in the July Connecti- 
cut Health Bulletin, the probate 


court is to accept an application 
for adoption only when the child 
has been placed with the adoptive 
parents by the state welfare com- 
missioner. 

The only exceptions occur when 
application is made by a step- 
parent, sister, brother, aunt, uncle, 
or grandparent of the child, or 
where the child is received by the 
proposed adoptive parents from 
an out-of-state agency with the 
written consent of the state wel- 
fare commissioner of Connecticut. 

Purpose of the new law is to 
prohibit the so-called independent 
adoption placements, those made 
without the services of a licensed 
social agency. 


Recent Legal Actions 


Doctor Charges Libel 
In Dismissal From Staff 


Dr. Frank W. Bailey has filed 
a suit against the medical staff 
executive committee of Fresno 
(Calif.) Community Hospital and 
against the doctors who recom- 
mended termination of his hos- 
pital privileges. 

Dr. Bailey, a neurosurgeon, 
stated that the three doctors 
charged in a written memorandum 
to the hospital’s executive com- 
mittee that he “has a lack of in- 
nate ability to perform acceptable 
neurological surgery as well as 
having poor surgical judgment.”’ 

Dr. Bailey’s complaint stated that 


*the statements made to the commit- 


tee were “false and were made... 
through evil motive and malice and 
ill will toward the plaintiff, will- 
fully, wickedly, wrongfully, mali- 
ciously, and with intent and design 
to injure, disgrace, and defame this 
plaintiff and to bring him into 
public disregard as a doctor and 
as a man, and to cause the public 
to hold said plaintiff in contempt 
and ridicule.” The memorandum, 
he alleged, charged that his mor- 
tality rate on. craniotomies was 
excessively high. 

Dr. Bailey claimed that he has 
not been permitted to practice at 
the hospital and that he has been 
injured professionally. 

In his suit, Dr. Bailey has asked 
for $300,000 in general damages 
and $200,000 in exemplary dam- 


ages. 
Attorneys for the California 
Hospital Association have ex- 


pressed the belief that the execu- 
tive committee was acting in an 
administrative capacity for and on 


behalf of the hospital's board of 
directors and that their communi- 
cations in this regard were privi- 
leged., bad 


Medical Society Ruling 
On Miners’ Fund Disputed 


Dr. William D. Broxon, Trini- 
dad, Colo., physician, has brought 
suit against the Colorado State 
Medical Society to stop the society 
from interfering with his practice 
and participation in the United 
Mine Workers’ Welfare and Re- 
tirement Fund. 

Dr. Broxon’s complaint stated 
that an “official opinion” of the so- 
ciety, effective May 1, 1957, con- 
demns the fund and threatens 
participating physicians with ex- 
pulsion from the society. 

It also asserted that the society’s 
“opinion” constitutes a contract 
between the society and its mem- 
bers and that he never became a 
voluntary party to the contract. 
He said he is made subject to the 
contract by virtue of his member- 
ship in the society. 

Dr. Broxon contended that the 
purpose of the opinion is to “ren- 
der all economic arrangements for 
the practice of medicine not ap- 
proved by the society, impossible 
through means of coercion, intimi- 
dation and duress by declaring 
any physician who participates 
therein to be unethical and subject 
to expulsion from the society.” §% 


Loyalty Oath Not Needed 


For Tax Exemption: Court 


The Supreme Court of the 
United States has ruled that a 
state may not condition the grant- 
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ing of tax exemption to a charity 
upon execution of a loyalty oath. 
The case arose in California (Hos- 
PITALS, J.A.H.A., Nov. 16, 1957, p. 
110). 

The First Unitarian Church of 
Los Angeles succeeded in having 
the disputed statute declared un- 
constitutional. With only one dis- 
sent, the court determined that to 
require tax exemption claimants 
to sign a loyalty statement on the 
tax return, and then to assume the 
burden of proving their loyalty 
through a subsequent tax proceed- 
ing, was a violation of the 14th 
amendment and a denial of due 
process of law. . 


Some Health Insurance Ads 


Beyond FTC Jurisdiction 


The Supreme Court has upheld 
decisions of two lower federal 
courts that the Federal Trade 
Commission does not have juris- 
diction over health insurance ad- 
vertising in certain states. The 
high court held that the commis- 
sion is not authorized to regulate 
advertising practice of health and 
accident insurance companies in 
states which have their own regu- 


2 Statements on Foreign Medical Graduates 


Two statements concerning graduates of foreign medical schools 
who are interested in interning in United States hospitals were recently 


issued. 


At the recent annual meeting of the Nationa! Intern Matching Pro- 


gram, 


the following action was taken with regard to foreign students 


participating in the matching program for the 1959-60 intern matching 


program: 


Graduates of foreign medical schools wishing to enroll in the 1959-60 
matching program must be certified by the Educational Council for 
Foreign Medical Graduates. Hospitals enrolled in the National Intern 
Matching Program are not to offer internship appointments to non- 
participating foreign medical school graduates until after the match- 


ing program results are announced on March 16, 
“The Present and Future Status of Foreign Medi- 


The other statement, 


cal School Credentials in the United States,” 


1959. 


was authorized and pub- 


lished by the Council on Medical Education and Hospitals of the Ameri- 
can Medical Association and the Executive Council of the Association of 
American Medical Colleges. It is also being published in the Journal of 


the American Medical! Association. 


The Present and Future Status 
Of Foreign Medical School Credentials 
In the United States 


INTRODUCTION 


Since February 1950, the Council on Medical Education and Hospitals 
of the American Medical Association and the Executive Council of the 
Association of American Medical Colleges have published a list of foreign 


latory laws forbidding deceptive medical schools whose graduates are recommended for consideration on 
and misleading advertising. . the same basis as graduates of approved medical schools in the United 
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GRADUATE NURSES 


States and Canada. This has al- 
ways been offered as an advisory 
list for the use of state licensing 
boards, hospitals, specialty boards 
and other organizations in the 
United States concerned with the 
evaluation of medical credentials 
and qualifications of graduates of 
foreign medical schools. These 
same organizations have always 
been advised that the list was 
acknowledged to be a tentative 
one and that the position of the 
Councils with respect to the foreign 
medical schools not listed has been 
that they neither approve nor dis- 
approve of them. 

In the years since the initial 
publication of this list, the num- 
ber of graduates of foreign medical 
schools coming to the United States 
on either temporary or permanent 
visas has increased tremendously. 
The vast majority of physicians 
now entering this country either 
for further study as interns or 
residents or for permanent stay 
and medical licensure have re- 
ceived their medical degrees from 
medical schools other than those 
listed. 

It is impossible for the Council 
on Medical Education and Hospi- 
tals of the American Medical As- 


sociation and the Executive Coun- 
cil of the Association of American 
Medical Colleges to obtain and 
maintain adequate and current in- 
formation concerning the educa- 
tional programs of all or even a 
reasonable portion of the medical 
schools in the world whose gradu- 
ates will now and in the future 
wish to come to the United States. 
For this reason, the two Councils 
many months ago reached the de- 
cision that it was no longer feasible 
to maintain a recommendation re- 
garding graduates of foreign medi- 
cal schools based on the school of 
graduation. After considerable 
study, it was concluded that a 
mechanism for the evaluation of 
the medical credentials and quali- 
fications and facility with the Eng- 
lish language of the individual 
foreign physician would be more 
generally equitable to graduates of 
all foreign. medical schools desir- 
ing to enter this country. A pro- 
gram of this kind would also bet- 
ter serve the welfare of American 
patients for whose care these phy- 
sicians would have responsibility. 


THE EDUCATIONAL COUNCIL FOR 
FOREIGN MEDICAL GRADUATES 


After more than two years of 
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cooperative study by representa- 
tives of the American Hospital As- 
sociation, the American Medical 
Association, the Association of 
American Medical Colleges, and 
the Federation of State Medical 
Boards of the United States, a 
method for evaluating the gradu- 
ates of foreign medical schools 
wishing to come to the United 
States has been devised. The four 
parent groups have sponsored the 
organization of the Educational 
Council for Foreign Medical Grad- 
uates (ECFMG) to implement this 
new program. The Educational 
Council for Foreign Medical Grad- 
uates (ECFMG) has been legally 
incorporated in the State of Illi- 
nois and is located at 1710 Orring- 
ton Avenue, Evanston, Ill. Re- 
sponsibility for the affairs of 
ECFMG rests with a 10 member 
Board of Trustees which includes 
two members each selected by the 
American Hospital Association, 
the American Medical Association, 
the Association of American Medi- 
cal Colleges, the Federation of 
State Medical Boards of the United 
States and two representatives-at- 
large (one selected by the United 
States Department of Health, Edu- 
cation, and Welfare and one by 
the United States Department of 
Defense). 

ECFMG will evaluate the medi- 
cal credentials Of graduates of 
foreign medical schools wishing to 
enter the United States. Creden- 
tials will be declared acceptable 
if they indicate that the foreign 
graduate has completed no less 
than 18 years of formal education 
including at least 4 academic years 
in a bona fide medical school. For 
candidates whose credentials are 
acceptable, ECFMG will test their 
knowledge of medicine and com- 
mand of English through testing 
centers in the United States and 
abroad. Those candidates who are 
successful will be certified as pos- 
sessing medical knowledge reason- 
ably equivalent to that expected 
of graduates of approved medica! 
schools in the United States and 
Canada and as having satisfactory 
facility with the English language. 
The certification so acquired will 
be transmitted to hospitals, li- 
censing authorities, specialty 
boards and other appropriate or- 
ganizations or institutions as de- 
sired by the candidates. 

It is to be emphasized that 
ECFMG (and also the Council on 
Medical Education and Hospitals 
of the American Medical Associa- 
tion and the Executive Council of 
the Association of American Medi- 
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WANTED: friends ! 


itt a lonely experience for our 
nove home and come 
need your constant 
friendliness and encouragement. 


Yo THE AMBASSADOR” 


This poster is part of an employee-centered 
public relations campaign described in an 
article on page 39 of this issve. 


cal Colleges) is not designed to 
serve as a placement agency. 
Graduates of foreign medical 
schools must continue to make ar- 
rangements for placement in U.S. 
hospitals through direct corre- 
spondence with the hospital(s) 
concerned. Assistance in placement 
may also be obtained through the 
National Committee for Resettle- 
ment of Foreign Physicians, Inc., 
31 Union Square West, New York 

Further information regarding 
the program of ECFMG, proce- 
dure for making application, dates 
and locations for testing, fees, etc., 
can be obtained by corresponding 
directly with the Educational 
Council for Foreign Medical Grad- 
uates, 1710 Orrington Avenue, 
Evanston, III. 


THE PRESENT AND FUTURE STATUS OF 
THE LIST OF FOREIGN MEDICAL SCHOOLS 


In February 1958, the Council 
on Medical Education and Hospi- 
tals of the American Medical As- 
sociation and the Executive Coun- 
cil of the Association of American 
Medical Colleges acted to withdraw 
the current list of foreign medical 
schools for whose graduates the 
Councils have recommended con- 
sideration on a basis comparable 
to that of graduates of approved 
medical schools in the United States 
and Canada. The withdrawal of this 
list and its accompanying recommenda- 
tion is to become effective as of Jan. 1, 
1960. 

The Councils wish to emphasize 
that this notice of discontinuing 
the listing of certain foreign medi- 
cal schools is not intended to in- 
dicate any lowering of standards 


AUGUST |, 1958, VOL. 32, PART | 


of the foreign medical schools that 
have been on the list. Rather, this 
action reflects the Councils in- 
ability to acquire and maintain a 
continuing, adequate knowledge of 
the educational programs of all 
the foreign medical schools whose 
graduates come to the United 
States. 

The Council on Medical Educa- 
tion and Hospitals of the Ameri- 
can Medical Association and the 
Executive Council of the Associa- 
tion of American Medical Colleges 
now recommend that licensing 
boards, hospitals, specialty boards 
and other organizations in the 
United States concerned with the 
medical qualifications of gradu- 
ates of foreign medical schools, 
consider certification by the Educational 
Council for Foreign Medical Graduates 
as evidence thet the recipient of such 
certification is possessed of medical 
knowledge comparable to that expected 
of graduates of approved medical schools 
in the United States and Canada. These 
two Councils further recommend 
that such certification be considered 
as evidence of the quality of medical 
training offered by the medical school 
attended by the holder of a certificate 
at the time of his graduation. 

In the interval between the present 


and the Jan. 1, 1960, effective date of 
withdrawal of the list of foreign medical 
schools, the Councils will support the 
recommendation in regard to graduates 
of the listed schools and also the recom- 
mendation pertaining to certification by 
the Educational Council for Foreign Medi- 
cal Graduates. The Councils believe 
that the transition period of al- 
most two years should allow ade- 
quate opportunity for all concerned 
to adapt to this new program. 


THE PRESENT AND FUTURE STATUS OF 
GRADUATES OF FOREIGN MEDICAL 
SCHOOLS SEEKING ADVANCED (INTERN- 
SHIP AND RESIDENCY) TRAINING IN 
THE UNITED STATES UNDER THE 
EXCHANGE-VISITOR PROGRAM 


The Council on Medical Educa- 
tion and Hospitals of the American 
Medical Association will revise in 
the near future its Essentials of 
an Approved Internship and Es- 
sentials of Approved Residencies 
and Fellowships to include a state- 
ment to the effect that hospitals 
considering foreign medical school 
graduates for internship or resi- 
dency positions are recommended 
to acquire reasonable assurance 
regarding the medical qualifica- 
tions of foreign trained physicians 


| 
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Hospital cuts 
towel costs 


Mosinee 


Torn-Jowls 


SOUTHERN hospital* with over 400 regular employees re- 
placed the cloth towel service in their washrooms with 
Mosinee Turn-Towls. The net result: Turn-Towls’ higher absor- 
bency plus Turn-Towl cabinets’ controlled dispensing reduced 
the cost of their towel service 18%. 
What’s more, doctors, nurses and other hospital employees 


report that Turn-Towl service 
is more sanitary and more flex- 
ible than cloth towels. 
Mosinee Turn-Towls can 
give you these savings, too, and 
at the same time, improve your 
service. Write us for the name 
of your Mosinee Towel Distri- 
butor. *name on request 


Towels 


BAY WEST PAPER CO. 
1120 West Mason Street 
GREEN BAY ® WISCONSIN 

Division of Mosinee Paper Mills Co, 
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Brown, Jane M. 


Bed Signs by 


Hollister’ 


Distinctive, dignified, and 
precision made of lustrous, clear 
Plexiglas* — so practical. Attach 
securely to the foot of the pa- 
tients bed—‘“tailor made” to 
each hospital's individual re- 
quirements. Furnished with holes 
for mounting, but there are no 
exposed nuts or bolts to snag 
clothing. Ample space for pa- 
tient’s name as well as the name 
of the attending doctor. Brightly 
colored reminder cards slide 
smoothly into protected channels 
under Plexiglas. These are the 
best signs made, yet the cost is 
sensible!!! 

* Plexiglas is a trade mark of Rohm & Haas 
Company, Philadelphia 


Lister 


Franklin C. Hollister Company 
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833 N. Orleans St., Chicago 10, Ili 


by deferring their appointment un- 
til the candidates have been certi- 
fied by ECFMG. 

It is expected that this revision 
will be effective for intern and 
residency appointments to begin 
on and after January 1, 1960. Since 
graduates of foreign medical 
schools accepting appointments as 
interns and/or residents in the in- 
terval period before Jan. 1, 1960, 
are likely to consider seeking re- 
appointment after that, it is sug- 
gested that where possible they 
avail themselves of the oppor- 
tunity of evaluation by ECFMG 
before that date. Regardless of the 
date of appointment, it is expected that 
all graduates of foreign medical schools 
serving as interns or residents in U.S. 
hospitals as of July 1, 1960, will have 
been certified by ECFMG. 


THE PRESENT AND FUTURE STATUS OF 
GRADUATES OF FOREIGN MEDICAL 
SCHOOLS ENTERING THE UNITED STATES 
ON PERMANENT (IMMIGRATION) VISAS 


Neither the Council on Medical 
Education and Hospitals of the 
American Medical Association nor 
the Executive Council of the As- 
sociation of American Medical 
Colleges is in a position to render 
advice concerning the basic privi- 
lege of immigration. Information 
concerning immigration to the 
United States can be obtained from 


the nearest United States consulate 


or embassy or from the Immigra- 
tion and Naturalization Service of 
the United States Department of 
Justice. 

Medical licensure in the United 
States is a “state right” and is en- 
tirely under the jurisdiction of the 
governments of the _ individual 
states. The power to license phy- 
sicilans is exercised through the 
medical licensing boards of each 
individual state and there is no 
licensure of physicians in this 
country by the federal govern- 
ment. It is not possible for either 
Council or for ECFMG to inter- 
vene on behalf of any individual 
seeking licensure whose creden- 
tials do not meet the requirements 
of the board to which he has ap- 
plied. ECFMG will, however, on 
request of the foreign trained phy- 
sician notify any board of his cer- 
tification acquired through the 
new evaluation program. 

Graduates of foreign medical 
schools contemplating immigra- 
tion to the United States for the 
practice of medicine should note 
that one requirement of the vast 
majority of states is an approved 
internship in the United States. It 
is anticipated that hospitals offer- 


ing approved internships will re- 
quest that graduates of foreign 
medical schools seeking such posi- 
tions on and after Jan. 1, 1960, will 
have obtained certification by 
ECFMG. It appears likely that 
some hospitals may expect such 
certification prior to that date. 
Regardiess of the date of appointment, 
it is expected that all graduates of 
foreign medical schools serving as in- 
terns or residents in U.S. hospitals as 
of July 1, 1960, will have been certified 
by ECFMG. 

The Federation of State Medical 
Boards of the United States helped 
create and strongly supports the 
program of the Educational Coun- 
cil for Foreign Medical Graduates 
and it is anticipated that increas- 
ing numbers of individual medical 
licensing boards will require cer- 
tification by ECFMG as prerequi- 
site to licensure examination for 
foreign medical graduates. It is 
likely that by Jan. 1, 1960, many 
and perhaps most licensing boards 
will have established this require- 
ment. 


PRESENT AND FUTURE STATUS OF 
AMERICAN CITIZENS STUDYING 
MEDICINE OUTSIDE THE UNITED STATES 
AND CANADA 


American citizens undertaking 
their medical studies abroad have 
been subject to the same regula- 
tions and procedures governing 
medical licensure and intern and 
residency positions as are all 
other graduates of foreign medi- 
cal schools. Therefore, Americans 
enrolled in medical schools out- 
side the United States and Canada 
who plan to return to this country 
for internship, residency and/or 
medical licensure are encouraged 
to seek certification by ECFMG on 
completion of medical school 
studies. Comments appearing 
above concerning the relationship 
between ECFMG and internship 
and residency positions and medi- 
cal licensure for foreign medical 
graduates entering the United 
States on permanent visas are 
equally applicable to American 
citizens studying medicine 
abroad. 


POLICY OF THE AMERICAN HOSPITAL 
ASSOCIATION CONCERNING GRADUATES 
OF FOREIGN MEDICAL SCHOOLS 


The American Hospital. Asso- 
ciation has strongly supported the 
organization and efforts of the 
Educational Council for Foreign 
Medical Graduates. It believes 
that only qualified medical gradu- 
ates should serve in patient care 
situations in hospitals. To this end, 


HOSPITALS, J.A.H.A. 
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it now advises hospitals consider- 
ing appointment of foreign medi- 
cal graduates to their staffs, wher- 
ever they can do so with fairness 
to themselves and to the foreign 
medical graduate, to accept only 
foreign medical graduates certi- 
fied by the Educational Council for 
Foreign Medical Graduates. 

it is expected that all graduates of 
foreign medical schools serving as in- 
terns or residents in U.S. hospitals as 
of July 1, 1960, will have been certified 
by ECFMG. The American Hospital Asso- 


consultation in hospital nursing, to re- 
lieve the National League for Nursing 
of the burden of consultation for a 
lee; further, 

To provide funds for this purpose, 
or as an alternative, to establish the 
consultation program on a reimburs- 


able basis. 


ciation will take this into consideration 
when approving hospitals for listing. 


POLICY OF THE NATIONAL INTERN 
MATCHING PROGRAM CONCERNING 
GRADUATES OF FOREIGN MEDICAL 
SCHOOLS 


The vast majority of graduates 
of American medical schools ac- 
quire internship appointments 
through a matching program which 
assures them a position in the first 
hospital of their choice that ranks 
the graduate high on its list of 


ASSOCIATION 


prospective interns. In the past, 
the National Intern Matching Pro- 
gram, 2530 Ridge Avenue, Evans- 
ton, Ill., has accepted graduates of 
foreign medical schools. It will 
continue to do so beginning with 
the 1959-1960 program, provided 
the foreign medical graduate has 
been certified by the Educational 
Council for Foreign Medical Grad- 
uates. Information regarding the 
National Intern Matching Program 
can be obtained at the address 
given above. 


SECTION 


NURSING NEEDS 
VOTED: To support and assist the 


National League for Nursing in com- 
pleting its study on the Projection of 
Nursing Personnel needs in hospitals. 


INSERVICE PROGRAMS 
VOTED: To cosponsor publication 


(Continued from page 46) 


of the Manual on Organization and De- 
velopment of Hospital Inservice Pro- 
grams prepared by the Department of 
Hospital Nursing of the National 
League for Nursing. 


MEDICAL EDUCATORS’ ROLE 
VOTED: To sponsor an invitational 


you're cordially invitedto see... 


ATIENT ‘ ARD YSTEM 


Pa 


BY DEBS HOSPITAL SUPPLIES, INC. 


the modern nursing tool 


Booth 617, American Hospital Association Convention 
Aug. 18-21, International Amphitheater, Chicago 


If you can’t visit Booth 617 to see this important new tool — 


write for full particulars today! joes HOSPITAL SUPPLIES, Inc. 5990 Northwest Highway « Chicago 31, IN. 
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% PKS assures the 
right care—at the 
right time —to 
the right patient 


%* Visually communicates 
instructions on color- 
coded cards at patient's 
bedside —to all who 
contact patient 


% PKS works with ease 
and simplicity . .. 
it never gets tired, 
never forgets, never 
quits. Sustains a 24- 
hour vigil — affords 
day-by-day continuity 
of instructions 


* PKS puts the patient 


on the nursing team... 


makes him feel 
“well cared for”... 
PKS alerts all hospital 
personnel, fixes specific 
responsibilities 

% PKS is designed to 
meet your needs 
whatever your staffing 
pattern 
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workshop in collaboration with the 
Council on Medical Education and 
Hospitals of the American Medical As- 
sociation and the Association of Hospi- 
tal Directors of Medical Education, for 
the purpose of discussing the role of 
directors of medical education in hos- 


pitals. 


TRUSTEES’ ROLE 


VOTED: To develop and publish a 
statement regarding the role of the 
hospital trustee as a guide for selection 
and determination of responsibilities 
for members of hospital governing 
boards. 


DISTINGUISHED SERVICE AWARD 


VOTED: To continue to give the 
American Hospital Association’s Dis- 
tinguished Service Award with special 
emphasis on noteworthy service to the 
Association and its member hospitals; 
further, 


To adopt the following Procedure 
for Selection of Recipients of the Dis- 
tinguished Service Award: 

1) Nominations for the Distin- 
guished Service Award of the Ameri- 
can Hospital Association shall be made 
by former presidents of the Associa- 
tion who are actively engaged in hos- 
pital administration or in related 
health work, and by members of the 
Board of Trustees and Coordinating 
Council. 

2) The president shall appoint an- 
nually a committee, composed of three 
past recipients of the Distinguished 
Service Award, who will serve anony- 
mously, and who will forward to the 
Board of Trustees a list of names for 
the recipient of the award from among 
those nominated, marked in their order 
of preference. 

3) The Board of Trustees shall have 
final authority to determine whether 
an award shall be given in any year 
and, if it decides such an award shall 
be given, it shall select the recipient 
from the list submitted. 


RECOGNITION CERTIFICATES 


VOTED: To award certificates of 
recognition to hospitals that have been 
holding membership in the American 
Hospital Association for 25 years, or 
for multiples of 25 years, for presen- 
tation at meetings of state or regional 
hospital associations, if possible. 


FUND-RAISING INFORMATION 


VOTED: To gather current informa- 
tion with regard to fund-raising, and 
to explore the possibility of publishing 
such information jointly with other in- 
terested organizations; further, 
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To revise the Manual on Fund-Rais- 
ing for Hospitals. 


DEPRECIATION CONFERENCE 


VOTED: To authorize a conference 
on depreciation, to which selected 
people will be invited to participate at 
their own expense, to consider revi- 
sions of the principle and statement 
on depreciation set forth in the Prin- 
ciples of Payment for Hospital Care. 


CONSTRUCTION FUNDS 


VOTED: To authorize development 
of a guide to sources of tax funds 
available for hospital construction, to 
include eligibility requirements to be 
met by hospitals. 


‘HOSPITAL PLANNING PROCEDURES’ 


VOTED: To approve the Manual on 
Hospital Planning Procedures, subject 
to minor editorial revision, for print- 
ing and distribution to Institutional 


members, Types I, Il, 111, IV, and VI. 
HOSPITAL SAFETY 


VOTED: To prepare an addendum 
to the Hospital Safety Manual as a 
guide to hospitals covering informa- 
tion on safety organization, incident 
reporting systems, analysis of incident 
reports, definition of terms, and re- 
lationships between safety and insur- 
ance; further, 

To appoint a subcommittee, repre- 
senting the Committee on Insurance 
for Hospitals and the Committee on 
Safety, to prepare this guide. 


SAFETY CONTEST 


VOTED: To continue sponsorship 
of the Hospital Safety Contest. 


Think always of our patients..tThink 


YOU 


This poster is part of an employee-centered 
public relations campaign described in an 
article on page 39 of this issue. 


SUPPLIES’ COLOR IDENTIFICATION 


VOTED: To investigate and to de- 
velop recommendations for establish- 
ment of standards for color identi fica- 
tion for syringes, needles, gloves, and 
other hospital supplies. 


LIABILITY INSURANCE 


VOTED: To approve the draft of 
revised Chapter 1V—Liability Insur- 
ance, of the Manual on Insurance for 
Hospitals, as amended, subject to 
minor editorial revisions. 


PHARMACEUTICAL INSPECTION 


VOTED: To add the following ques- 
tion to the Guide for the Inspection 
of a Hospital Pharmaceutical Service: 
“Have procedures been established for 
the control of invsstigationat drugs, if 
used? Yes No further, 

To transmit the additional question 
to the Joint Commission an Accredita- 
tion of Hospitals for its consideration 
and possible use. 


HANDLING NARCOTICS 


VOTED: To approve the Suggested 
Regulations for Handling Narcotics in 
Hospitals formulated by the American 
Society of Hospital Pharmacists; fur- 
ther, 

To bring the suggested regulations 
to the attention of hospitals by appro- 
priate means, and preferably through 


publication in HOSPITALS, J.A.H.A. 


[Reprints of the Suggested 
Regulations for Handling Nar- 
cotics in Hospitals are to be sent 
to all hospitals in the near future 
by the American Society of Hos- 
pital Pharmacists. Further infor- 
mation may be obtained by con- 
tacting the ASHP, Division of 
Hospital Pharmacists, 2215 Con- 
stitution Avenue, N.W., Washing- 
ton 7, D.C.] 


FORMULARY SERVICE 


VOTED: To approve in principle 
the hospital formulary service of the 
American Society of Hospital Pharma- 
cists; further, 

To bring this service to the atten- 
tion of member hospitals of the Amer- 
ican Hospital Association; further, 

To request the American Society of 
Hospital Pharmacists to change the 
name of the service from American 
Hospital Formulary Service to Hospital 
Formulary Service. 


[Further information on _ the 
ASHP hospitai formulary service, 
which is to start in September, 
may be obtained by contacting the 
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From ENT clinic to the OB ward... 

all departments find CAROLAB COTTON BALLS 
are handy and convenient to use— 
completely free of nibs and wispy ends. 

They are also an economical substitute 

for sponges in many hospital procedures. 
The laboratory and dispensary 

find that they save time and money. 
Cleaning instruments and equipment, 
stopping test tubes, bottles and capsule containers, 
“| are all duties which can be speeded up 

q at lower costs with CAROLAB. 


reasons why leading hospitals choose 
CAROLINA COTTON BALLS 


1 Uniform in size and shape 

2 Firm, compact construction 

3 Made of finely spun, 
Selected long staple cotton 

4 Highly absorbent 

5 Labor-saving—ready for immediate 
use after sterilization 


6 Actually more economical to use 
than “home-made” cotton balls or 
other manufactured balls of same high quality 


7 Available in 5 standard sizes: 


super 2000 per case 
* special 2000 | * special is same size as large 
* large 2000 * but is almost twice as dense 


medium 4000 
small 


WRITE FOR SAMPLES, INFORMATION, PRICES 


manufactured 


where grown... 


ow LP 
2 
° 
* 


Absorbent Cottor 


Mig. Co., Inc.) 


NORTH CAROLINA 


Barnhardt 


l, 


of 


CHARLOTTE 


(Division 


4 
4 
== 
j 4 
4 
* 
3 
— 
ats 
; 


$ 
> 


the 


$3 


Ti? 
ti 
Ht 


ow 
> 
Mod 


S 
= 
S 

= 
cD 
>< 
cD 


BATHMATS 
BASSINET LINERS 


pads 
padding 


BEDSPREADS 
BLANKETS 

Bath 
Crib 
Ether 
CURTAINS 
curtain material 
DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 
PIECE GOODS 


white and colored 


PILLOWS 
| PILLOW CASES 

PILLOW COVERS 

| SHOWER CURTAINS 

SHEETS | 


BED 
CRIS Whatever your needs—from a wash cloth to a bolt of drapery 
| material—Carolina has it or can get it. Your textile problems are 
unbleached 
percale our business. 
contour More important, Carolina has in stock a complete selection of 
SHEETING grades—from service weights to luxury items, unbleached muslin to. 
siaiceded percale—to meet your individual requirements, and your budget: 
jode green A Carolina representative will be glad to show you samples, help 
TAPE you If any possible way. 
TABLE LINENS Send for a complete Carolina catalog if you do not have one readily 
aapedotis available—14-page section on textiles included. 
napkins ‘ 
fray covers 
TICKING 
TOWELS 
ferry IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
huck dependable uniformity. High tensile strength, long wearing characteristics 
absorbent are inherent in products bearing the maker's own name. 
kitchen 
name woven 
TOWELING 
UTILITY FABRICS 
drill 
twill 
duck 


Carolina Absorbent Cotton 


3 a (Division of Barnhardt Mfg. Co.) 
—s CHARLOTTE 1, NORTH CAROLINA 


quality products of cotton since 1700 
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ASHP Division of Hospital Phar- 
macists, 2215 Constitution Avenue, 
N.W., Washington 7, D.C.] 


ISOTOPES IN HOSPITALS 


VOTED: To approve the Manual on 
Use of Radioisotopes in Hospitals, for 
publication and distribution to Institu- 
tional members, Types 1, 11, 111, and V1. 


RESUSCITATION OF NEWBORN 


VOTED: To approve the booklet on 
the Resuscitation of Newborn Infants 
prepared by the Committee on Fetus 
and Newborn of the American Academy 
of Pediatrics; further, 

To distribute this booklet to Inati- 
tutional members, Types 1, U1, Ul, and 
VI, when published by the American 
Academy of Pediatrics. 


MENTAL HOSPITAL LIAISON 


VOTED: To urge allied hospital 
associations to extend invitations, re- 
gardless of membership, to state direc- 
tors of mental health and superintend- 
ents of mental hospitals to attend and 
participate in their meetings; further, 

To develop at all hospital meetings, 
programs promoting liaison between 
psychiatric and other hospitals. 


RESCIND ACTION 


VOTED: To recommend to the 
House of Delegates that it rescind its 
action of September 20, 1955, approv- 
ing the Guiding Principles in Develop- 
ing Legislation for the Health Needs 
of the Aged, in so far as that action 
limited any federal government par- 
ticipation to a program of grants to 
the states to assist in subsidizing vol- 
untary hospital prepayment for the 
aged. 


HOSPITAL AUXILIARY LEAFLET 


VOTED: To approve the promo- 
tional leaflet titled, Your Hospital 
Auxiliary—A Tie That Binds Your 
Community and Your Hospital, for 
publication and distribution to all In- 
stitutional members. 


LIBRARIANSHIP INSTITUTE 


VOTED: To authorize a three-day 
institute on hospital librarianship, en- 
rollment not to be limited to profes- 
sional librarians; further, 

To include in the program for the 
institute on hospital librarianship basic 
rather than advanced elements of li- 
brarianship. 


MONOGRAPHS 


VOTED: To approve publication of 
monographs in the hospital field as a 
Hospital Monograph Series when ap- 
propriate materials become available. 
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Hospital association meetings 
(Continued from page 6) 


Ontario Hospital Association October 
28; Toronto (Royal York Hotel) 

Oregon Association of Hospitals——Octo- 
ber 13-14: Gearhart ‘Gearhart Hotel) 

Comite des Hopitaux du Quebec——Jan- 
uary 21; Montreal ‘Headquarters of 
the Comite des Hopitaux du Quebec) 

Hospital Association of Rhode Island— 
October 21; Providence (Sheroton- 
Biltmore Hotel) 

Saskatchewan Hospital Association 
October 15-17; Saskatoon ‘(Bess- 
borough Hotel) 

South Doekota Hospital Association — 
October |4-15; Aberdeen 

Vermont Hospital Association——October 

{ 8-9; Burlington (Hotel Vermont) 

Virginia Hospital Association—-Novem- 
ber 14-16; Roanoke (‘Roanoke Hotel) 

Washington Hospital Association——Octo- 
ber 15-16; Tacoma ‘Winthrop Hotel? 

West Virginia Hospital Association — 
October 16-18: Charleston (Daniel 
Boone Hotel) 


AHA INSTITUTES 


(THROUGH JANUARY 1959) 


Selected Areas in Dietary Department 
Administration —— September 8-!2; 
Kansos City, Mo. (Bellerive Hotel) 

Disaster Planning —- September |5-!7; 
Dallas, Tex. ‘Adolphus Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute——September 22- 
25; Indianapolis ‘Hotel Antlers) 

Operating Room Administration — Sep- 
tember 29-October 2; New York City 
(Sheraton-McAlpin Hotel) 

Medical Social Workers——September 29- 
October 3; Minneapolis (Hotel Radis- 
son } 

Directors of Hospital Volunteers——Octo- 
ber 1-3; Washington, D. C. (Willard 
Hotel) 

Sofety-Insurance——October 6-8; Wash- 
ington, D. C. (Shoreham Hotel) 

Workshop on Improving the Effectiveness 
of Supervision — October 6-9; Fort 
Worth, Tex. ‘Hilton Hotel) 

Medical Record Library Personnel—No- 


IT CLEANEST 
A should be the cleanest 


ofall places. Keeping it | 
makes it betier forusail. 


This poster is part of an employee-centered 
public relations campaign described in an 
article on page 39 of this issue. 


vember 3-7; Chicago (LaSalle Hotel) 

Nursing Service Administrati Novem- 
ber 3-7; Philadelphia (Bellevue-Strat- 
ford Hotel) 

Physical Therapy —- November |0-14; 
Kansas City, Mo. (Bellerive Hotel) 

Hospital Organization Planning Work- 
shop—-November 12-14; Austin, Tex. 
(Stephen F. Austin Hotel) 

Hospital Organization Planning Work- 
shop — November 1|17-21!; Boston 
(‘Somerset Hotel) 

Disaster Planning —- November | 8-20; 
Los Angeles ‘Ambassador Hotel) 
Methods Improvement——December | -3; 

Denver ‘Cosmopolitan Hotel) 

Staffing’ Departments of Nursing 
December 8-11; Chicago (Shoreland 
Hotel } 

Hospital Housekeeping——December 8-! 2; 
Los Angeles ‘Ambassador Hotel) 


Notes and comment: Health 
program for hospital 
employees 


(Continued from page 51) 


tients need protection against the 
transfer of communicable diis- 
eases from hospital employees. 
Tuberculosis, for example, is no 
rarity among medical students, in- 
terns, nurses and food handlers. 
Drugs and other chemicals abound 
in hospitals and habit-forming 
medicaments are accessible. 

In the fostering of meritorious 
hospital worker protection, an out- 
line, captioned as is this editorial, 
has been developed by the Joint 
Committee on Health Programs 
for Hospital Personnel of the 
American Hospital Association 
and the American Medical Asso- 
ciation. It covers guiding prin- 
ciples basic to the development of 
sound employee health programs 
in hospitals, and is offered as a 
guide to institutions interested in 
developing such programs. 

Employees in hospitals are en- 
titled to the same benefits in 
health maintenance and protec- 
tion as are industrial employees. 
Therefore, programs of health 
services in hospitals should use the 
techniques of preventive medicine 
which have been found by experi- 
ence in industry to approach con- 
structively the health require- 
ments of employees. 

it is essential that employee 
health programs in hospitals, as 
in industry, be established as 
separate functions with independ- 
ent facilities and personnel. The 
fact that hospitals are engaged in 
the care of the sick as their pri- 
mary function does not alter the 
necessary organizational plan for 
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I 
You THE AMBASCADOR™ 


Meinecke 
helps you serve 
more patients, better 


LARGE COLORFUL 


EASY - 10 - READ 


INSTRUCTION 


CARDS ... 


Bed Card- 
Holders signal 
doctors’ 
instructions . . 
changes in orders 
save time for 
hospital 
personnel 
protect patients 
serve as guide 
to visitors 


Fill in quantity of each wanted 
on this a list and send with 


your order 
Absolute Rest 
Bed Rest 
Calling 
Clergyman Calling 
Clinitest Every 
Specimen 
Clinitest 7-11-4-9 
Complete Bed Rest 
Complete Bed Rest 
with B.R.P. 
Delay Tray 
Diabetic 
Do Not Disturb 
Do not Disturb— 


Do Not 


Fivids Restricted 
Force Fivids 
Going to O.R. 
Going to Physical 


Nothing by Mouth 
After 
[}) Nothing by Mouth 
After Midnight— 
Ist Day G.!. Series 
No Smoking 
No Visitors 
No Visitors for a 
Few Minutes— 
Patient Taking 
Treatment 
Omit Breokfast 
Omit Breokfast 
and Hold Dinner 
[}] One Visitor at 
a Time 
Out of Order 
Oxygen Being 
Given 
Patient Sleeping 
Precaution 
Quiet Please 
Radium 
Remove Packing 
Save Specimen 


Save Stoo! 
Therapy Save Urine 
Going to X-Ray Sips of Water 


Hold Breakfast 
Holy Communion 
ice Chips Only 
intake and Output 
isolation 
lsolation— 


Cj 
Enter 
E.K.G. 
Feed With Core 


Only—Biood Sugar 
in ALM. 

Specia! Diet 
Special Tests 
Sterile 

Strict Isolation— 


Gown Only Gown & Mask 
Keep Fiot Test Urine 
Liquids Only Transfusion 
Measure intake Turn... Howr 
and Output 24 Hr. Urine 
Measure Urine Specimen 
Night Nurse 

Sleeping 


No ice Water 
Nothing by Mouth 


Size: 4” x 6” 


Visitors Limited 


Unsterile 
Urine Specimen 
Water Only 


Price: $2.16 per dozen assorted 


Card Holders 
L 


ots of 1 Doz., 6 Doz., 12 Doz. 


} Aluminum for 


Price per Doz. 


ROUND Bed Rails 8.50 7.85 7.40 
[] Aluminum for 
SQUARE Bed Roils 8.50 7.85 7.40 


[ } Stainless Stee! for 


UND Bed Rails 9.70 


[] Stainless Stee! for 
SQUARE Bed Roils 10.75 


Meinecke & coMPANY, 


Over 65 years of continuous service 
to the hospitals of America 


221 Varick St., New York 14 
Branches in Los Angeles, 
Dallas & Columbia, S.C. 
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an effective occupational health 
program. 


These guiding principles 


| thoughtfully present adequate in- 


formation as to programs, proce- 
dures, personnel and physical 
facilities suited to the require- 
ments of a good hospital indus- 
trial medical department. Through- 
out this publication may be found, 
and properly so, insistence that 
the health conservation services 
for hospital personnel should stand 
apart from medical services ren- 
dered hospital patients whose 
medical care seldom embraces the 
degree of prevention that should 
characterize the hospital employee 
medical services. . 


The responsibility of hospitals 
for nursing service 


(Continued from page 32) 


Medical Association, and USPHS 
if it embarks upon any studies of 
nursing services in hospitals—as 
it now plans to do. 

A governmental national co- 
ordinating commission has been 
proposed by Mrs. Frances Bolton 
(R-Ohio) and a modification sug- 
gested by the AHA. Both pro- 
posals have been strongly opposed 
by the ANA, however, on the basis 
of needless duplication of existing 
studies, delay of needed action 
programs on the excuse of further 
study, and the feeling that such 
studies should be centered in nurs- 
ing organizations. 


EXISTING COMMITTEE A POSSIBILITY 


An alternate possibility is an 
expansion of, or a substitution for, 
the National Joint Commission for 
the Improvement of the Care of 
the Patient which already has 
representatives from the ANA, 
NLN, National Federation of Li- 
censed Practical Nurses, Inc., with 
additional representatives from 
the fields of education and so- 
ciology, and from the public at 
large. This group should not only 
study the factors that influence 
nursing care of the patient, but 
also continually interpret findings 
and programs to the appropriate 
national health organizations so 
that implementation would result. 
Information should be assembled 
on: 


> ad 


1. Utilization of nursing personnel— 
what kind of trained individuals 
are needed for the nursing care of 
patients? How many are needed 
today and in the projected future? 

2. Education of nursing personnel—- 
what education is necessary to pro- 
vide the type of nursing personne! 
needed? Who should be responsi- 
ble? How should it be financed”? 

3. Relationships between nursing, 
medicine and administ how do 
they influence the nursing care of 
the patient? What adjustments are 
necessary to give best care with 
available personnel? 

Programs such as the one out- 
lined above would (1) make a 
material contribution to the prob- 
lems that this country is facing 
today in regard to nursing service 
to the patient, (2) avoid duplica- 
tion of existing and previous ac- 
tivities, and (3) provide the most 
helpful means by which necessary 
improvements or changes in nurs- 
ing service, education and rela- 
tionships could be implemented by 
the medical profession, the hospi- 
tals and the nurses themselves. 
This collaborative effort is a direct 
challenge to our major health or- 
ganizations. 

Regardless of the development 
of either of the two approaches 
noted above, it is necessary that 
the AHA broaden its program now 
so that additional information and 
advice can be given its members 
upon the many problems of nurs- 
ing service and nursing education 
affecting hospitals. The AHA can- 
not delegate to the nursing or- 
ganizations—helpful and informed 
as they may be—the basic re- 
sponsibility for leadership in this 


al 
Ser ewer 


area. © 
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How much do doctors know 


about hospitals? 
(Continued from pace 35) 


the same pattern was followed in 
each hospital. There was no sig- 
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nificant difference in scores among 
the active, resident and intern 
staffs as groups. The associate 
(courtesy) staff as a group, how- 
ever, scored considerably lower 
than the other participants on the 
entire questionnaire and on all 
question groups except the finan- 
cial management questions (scores 
on the latter were so low that the 
laws of chance ruled). Most mean- 
ingful differences were noticed 
when the scores in Hospital A 
were classified according to the 
frequency of visits per month. The 
scores indicated (Table 3, page 
35) that on the entire question- 
naire and for all question groups 
(except personnel administration 
questions) as the frequency of 
visits to the hospital increased the 
scores of the participants increased. 


MORE STUDY NECESSARY 


No effort was made in this study 
to assess responsibility for what 
seems to be a significantly low 
level of knowledge of hospital ad- 
ministrative affairs among these 
pnysicians. Before any “blame” 


could be laid for this apparent 
ignorance it would be necessary to 
ascertain what various groups 
think doctors should know. 

This study was based upon the 
assumption that doctors should 
have a broad knowledge of hospi- 
tal administrative affairs because 
of the role they are expected to 
play in hospital affairs. To deter- 
mine how much physicians should 
know about these matters a study 
should be designed to test that 
assumption among trustees, ad- 
ministrators, hospital employees, 
the general public, and the doctors 
themselves. If a better definition 
of the role of the doctor in the hos- 
pital can be obtained, then the 
extent and types of knowledge re- 
quired can more easily be deter- 
mined. 

In obtaining a better definition 
of the role of the doctor in the 
hospital it would also be possible 
to determine why physicians do 
not have more knowledge of hos- 
pital administrative affairs. At 
least it would be possible to assess 
whether physicians have an inter- 


est in learning, and whether ad- 
ministrators have an interest in 
teaching them, more about hospital 
administrative affairs. 

As a side issue in the study re- 
ported here every participant was 
asked, “Do you feel that knowl- 
edge of the correct answers in this 
survey would help you in your 
work in this hospital?” The re- 
sults (Table 4, page 35), indicated 
an overwhelming affirmative re- 
sponse in each hospital. At Hospi- 
tal A the same question was asked 
regarding each group of questions, 
and, while greater interest was 
shown in the answers to the medi- 
cal staff organization and general 
administration questions, at least 
65 per cent of the participants an- 
swered in the affirmative regard- 
ing the questions on personnel 
administration and financial man- 
agement (Table 5, page 35). 

These results don’t necessarily 
prove that doctorsthink they 
should know more about hospital 
administrative affairs, but they 
are some indication of what might 
be learned from a well designed 
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nation service. 


Cleveland 15, Ohio 


UL AND CSA 


Every Armstrong Baby Incubator carries on 
the name piate the Underwriters’ Labora- 
tories (UL) seal of approval and the Cana- 
dian Standards Association (CSA) seal of 
approval. The Armstrong X-4 was the first 
Baby Incubator ever to be tested and ap- 
proved by Underwriters’ Laboratories. All 
Armstrong Baby Incubators are still subject 
to the Underwriters’ Laboratories re-exami- 


Write or phone us Collect for free bulletins. 


THE GORDON ARMSTRONG CO., INC. 
508 Bulkley Building 
CHerry 1-8345 


* For Doctors 


price 


Specify 12” or 16” 


SPECIAL DISCOUNTS! 


* For Hospitals 
* For Med Schools 


SAVE $340 off 


new machine 


* Switch from manual to 
electric convenience 

* Gain greater efficiency, 
speed, better-looking typing 

REMARKABLE VALUE! 

with world-famous IBM feotures. Expertly re- 

conditioned. “New look” appearance. New rub- 

ber platen. New rubber rollers. New ribbon. All worn 

parts replaced. 90-day worranty, plus money-back guarantee. FREE 

cover and instruction book. 

carriage; Pica or Elite type; AC or DC. 

SPECIAL DISCOUNTS on GROUP ORDERS 

Order six or more, get a new portable typewriter FREE .. . or 10% 

discount! Write for details. 

FREE CATALOG: Over 10,000 V.I. Values from $39.95. Standard or 

Executive IBM, Royal, Remington, Underwood, Smith-Corona. Electric 

or manuals at a fraction of original cost. 

SATISFACTION GUARANTEED: 

Send check or money order to: 


TYPEWRITERS 


Selected trade-ins, 


a, V. I. TYPEWRITERS, INC. 
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WHEN YOU 
STANDARDIZE 
THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 


the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM Ino. 


COPIAGUE, L. I., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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study of physicians’ attitudes 


toward such knowledge. 


SUMMARY OF FINDINGS 


The study reported here indi- 
cates that, in these two hospitals, 
the levels of knowledge of hospi- 
tal: administrative affairs among 
medical staff members generally 
are not very high, and that knowl- 
edge of personnel administration 
and financial: management is rare. 

The study also indicates that 
selected professional characteris- 
tics do not seem to have much ef- 
fect upon the levels of knowledge, 
although status on the staff and 
frequency of visits to the hospital 
have some impact. 

Finally, the study suggests that 
something in Hospital A has re- 
sulted in higher levels of knowl- 
edge among its staff members 
than are found among the staff 
members of Hospital B. 

Doctors would seem to have a 
great deal to learn about hospital 
administrative affairs. If it is felt 
that doctors should play a broad 
role in the hospital, and if they 
are interested in learning more 
about the hospital (as the study 
tends to indicate), then it is time 
for hospital administrators to con- 
duct comprehensive programs 
about hospital administrative af- 
fairs for the members of their 
medical staffs. . 


Trends in liability insurance 
(Continued from page 44) 


some instances by city within the 
same state. There even may be de- 
creases in a few territories where 


the experience warrants a reduc- 


tion from the present rates. 

As respects hospital professional 
liability insurance, the country- 
wide picture is somewhat better. 
In most states substantial increases 
in manual rates were made effec- 
tive in 1955, and the latest avail- 
able experience figures indicate 
that these were warranted and 
also that the level of present rates 
in a majority of the states is ade- 
quate for the time being. Thus, 
barring any appreciable change in 
the present picture as _ respects 
either experience or immunity sta- 
tus, we believe there will be no 
substantial increase within the 
next few months in the premium 


charges most hospitals are now 
paying for this form of insurance. 
However, the present inflationary 
trend of the national economy 
makes it extremely doubtful that 
rate increases can be avoided in 
1959. 


The engineer in the 
construction sequence 


(Continued from page 78 ) 


sure that maintenance manuals, 
parts lists and operating instruc- 
tions are on file for all equipment. 
In many instances, the contractor 
installing a piece of equipment is 
not thoroughly familiar with its 
maintenance and operation re- 
quirements. Equipment specifica- 
tions should include aé_ clause 
covering maintenance instructions 
and manuals. The hospital engi- 
neer should go over all brochures, 
manuals and parts lists to make 
sure they are clear and that they 
pertain exactly to the equipment 
installed. This material should be 
filed in’such a way that there will 
be a minimum of delay in finding 
the proper operating or mainte- 
nance instructions should any 
failure occur. Any warranties or 
guarantees on parts not necessarily 
covered in the specifications (five- 
year warranties on compressors, 
for example) should be kept in 
the same general file as the equip- 
ment manuals. 

The hospital engineer must im- 
press upon management the neces- 
sity for allocating adequate funds 
for maintaining the hospital build- 
ing, which must withstand all of 
the rigors of the elements. It ex- 
pands and contracts under temper- 
ature changes from —40° to 120°F. 
or more in parts exposed to the 
sun. Its fans and pumps may have 
to run 24 hours a day for weeks 
and even months or years. It must 
withstand vibrations of automo- 
biles, trucks, and aircraft outside 
and various activities on the in- 
side. It is sometimes remodeled and 
at times is strained far beyond the 
use for which it was designed. It 
is used and abused by countless 
thousands of people over the years, 
few of whom have any regard for 
its proper preservation. This is the 
selling job that the hospital engi- 
neer must do in addition to carry- 
ing out his day-to-day duties. 
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PRO RE NATA 


JOHN H. HAYES 


When folks stop buying we have 
a recession. When they stop try- 
ing we get a depression. 

.@ 

Why all these commissions to 
investigate the high cost of hos- 
pital care and the resulting in- 
crease in_ hospitalization pre- 
miums? 

You don’t need a commission to 
learn that, with 70 per cent of our 
costs being for labor, it would ap- 
pear that the only possibility of 
reducing such costs would be 
through automation. But how? 
There are no machines for mak- 
ing beds, washing patients, giving 
medicines or injections, and the 


many other things we do for pa- 
tients. Laundry, housekeeping and 
bookkeeping are already largely 
mechanized. 

What's all the shootin’ fer? 


A satisfied customer is always the 
best 
Advertisement, they say; but I 
doubt. it. 


For the patient who leaves with 
a gripe on his chest 
Will tell far more people about 
it. 

When there is an increase in un- 
employment in an urban area it 
generally happens that the nurse 
shortage becomes solved, because 
married women who were for- 
merly nurses then seek employ- 
ment in order to help meet fin- 
ancial needs. 

It is regrettable that they should 
find it necessary to do this; but it 
is another indication of the value 
of a nursing education to a woman. 


SNAKE HOLLOW HOSPITAL 
NOTES: When a midget from the 


circus in town last week was ad- 
mitted to our children’s ward by 
mistake the children in surround- 
ing beds learned a few new cuss 
words. 

We regained one of our nurses. 
She married an intern who de- 
cided to become a ship’s doctor. 

One of our young surgeons pro- 
posed to the medical record li- 
brarian on the tape recorder while 
he was dictating an operation re- 
port. 

Clem Pruddy, a local gardener, 
asked to be removed to an inside 
room, Said the sight of the shrub- 
bery reminded him of work. 

The greatest value of wealth les 
in the opportunity it affords its 
owner to be helpful to others. 

I believe that any hospital die- 
titian will tell you that when there 
is no choice in the menu you will 
get about eight times as many com- 
plaints as you would if there were 
as few as two choices. 

People start out as children who 
do not like being told what they 
must eat—or else. 


see the 


For a Handy Purchasing 
Reference 


GUIDE FOR 
HOSPITAL BUYERS 


18 E. Division Street 


on the Goldenrod pages 
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HOSPITAL 
PARENTERAL 
| SOLUTIONS 
| | DOUBLE NEEDLE 
and | 
R FILTER SETS 
the CONTINENTAL GP) PHARMACAL co. 


AUGUST 1, 1958 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7 Miscellaneous. 


SHAY MEDICAL AGENCY continued 


PHARMACISTS: (a) California. Chief. 60 
bed hospital 5-day week. $6300. (H-290) (b) 
Chief. University Medical Center. 5 regis- 
tered pharmacists in department, $5400 
minimum. (H-1910) (c) Middle fest. 
Chief. 250 bed hospital near Chicago. $6000. 
(H-1577) (d) Chief. Middle West. 300 bed 
teaching hospital expanding to 450. $7200 
(H-2021) (e) Staff. East. 350 bed hospital 
Dispensing to out-patient and floor stock 
—some manufacturing. $5700. (H-1662) (f) 
Staff. South. 600 bed teaching hospital. 8 
in department. $5000 up. (H-1374) (g) Staff. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per in- 
sertion. 


900 North Michigan Ave. 


Chicago 11, Illinois 


ADMINISTRATORS: (a) Adm., new hosp., 


Contract Rate: Six-point body 300 beds, outside U.S. (b) To succeed adm. 


lines, 13 pica columns, $1.40 per hosp. fully apprvd.; med. staff Bd. gen. | Fast. 335 bed hospital. 3 registered phar- 
line; eight-point display lines $1.70 oert. or x town 25,000 6 mi. from coll. macists in department. To $6000. (H-1441) 
resort area, MW. ic) Asst. 


for We will be in booth 321 at the American 
per line. Five per cent discount fo adm. Master's in Hosp. Adm.; min. 2 yrs. Hospital Association Convention in Chi- 


-j ; ; exper. as asst. req.; 325-bed gen. hosp.; Pac. 
twelve-insertion contracts with no Coast. (d) Asst. adm.; Master's in hosp. cago. 


change of copy. Ten per cent dis- Adm., several yrs.’ exper. 
gen. hosp.; E; $7-$10,000. (e) Adm. asst. you want in the hospital field, in the 


count for twenty four-insertion con- 3 mee, —_ — on. hosp.; bidg, locality you prefer. Write for an appli- 
tracts with no change of copy. cation—a postcard will do. ALL NEGO- 
coll. town, MW.: $7200 (f) R.N.. well qual TIATIONS STRICTLY CONFIDENTIAL. 
in pub. rel. to dir. 50-bed hosp. for chil- 
dren; $6000, mtce.; univ. city, S. H8-1 


ANESTHETISTS: (a) 125-bed gen. hosp., r 
FOR SALE MW.; $7800. (b) Fee arrangement: hosp. a. OUR 62nd YEAR 
serving indus. area, S.; approx. $700. H8-2 Wi NY, D 
CONSULTANT: (a) Nurse consultant; liai- | 00D AR 
G. E. MAXIMAR 200 KVP X-RAY THER son with hosps., prof. organ.: important 


APY MACHINE. Excellent condition. Move- 
able head. G. J. Bernath M.D. 6020 Wilshire 
Blivd., Los Angeles 36, California. 


indus. co., E.; to $7500. (b) Nurse to con- 
duct orientation prog. sales, med. grps: 
assist hosp. staffs: pharm. co. openings 

Chgo., San Fran.; $5800, expenses, 
company car. H8-3 


DIETITIANS: (a) Chief, 200-bed hosp. 


sn 
CHICAGO 
® ANN WOODWARD ¢Ditectok 


MISCELLANEOUS 


Investment syndicate is interested in pur- 
chasing proprietary profit making open 
staff hospitals anywhere in the United 
States. Will retain present personnel and 
maintain high standard public and patient 
relations. Unlimited cash available. All 
eplies will he held in strict ‘confidence. 
Address HOSPITALS, Box I-25. 


WANTED 


DISTRIBUTOR: Selling to hospitals, and 
doctors in western New York and part of 
Pennsylvania. Interested in additional 
items either as a distributor or as a rep- 
resentative. Address HOSPITALS, Box I-58. 


SERVICES 


DISASTER PLANNING consulting service 
to aid — industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations. 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


REGISTERED NURSES: For a 201 bed 
University Hospital. Starting Salary $270- 
$285, rotating shifts with pay differential. 
40 hour week add other liberal policies. 


OBSTETRICAL SUPERVISOR: 3-11 shift; 
Bachelors degree and P. G. Course desired. 
Write; Director of Nursing, University of 
Nebraska College of Med cine: 42nd and 
Dewey, Omaha 5, Nebraska. 


RADIOLOGIST: Capitol Hos ——, Milwau- 
Wisconsin. Contact: dministrator, 

itol ook wh 1971 West Capitol Drive. 
7 wuakee Wisconsin. Hilltop 2-9100. 


REGISTERED TECHNOLOGIST: Full time 
Blood Bank work exclusively. Salary open. 
College town. Apply Dr. G. E. Manahan, 
4th & Maine, Lawrence, Kansas. 
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serving indus. group; Mid. Atl. state: $7080 


DIRECTORS OF NURSING: (a) Dir. new 
schl. nursg., coll. prog.; univ. town, MW.; 
to $10,000. (b) Dir. Nursg & Educ., 100 
bed hosp., resort area, NE; Master’s req.; 
$6500 up. H8-4 


EXECUTIVE PERSONNEL: (a) Bus. Mgr. 
qual. dir. acctg. & cred. depts., 350-bed 
gen. hosp.; affil. 35-man grp.; res. town 
near univ. “ae E. (b) Controller; 900-bed 
univ. bay oP to $8500. (c) Food serv. 
dir.; 340-bed hosp.. Calif.:; Personne! 
dir.; degree req.; ability develop dept., 
gen. hosp.; res. town near Chgo. 


FACULTY POSTS: (a) Asst. Prof., Ob. 
nursg.; state univ., S. (b) Instr. clin. med., 
important MW univ.: $4800. H8-6 


SUPERVISORS: (a) OR: 500-bed gen 
hosp.; Calif.; $450-$500. H8-7 


Visit us in Booth 494 


SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
55 East Washington Street 


Chicago 2, Ill. 


EXECUTIVE PERSONNEL: (a) Controller- 
Business Manager, Middle West; near Chi- 
cago. Good Accounting background. $7800 
minimum. (H-3008) (b) Personnel Direc- 
tor, Southwest. 500 bed hospital. (H-2195) 
(c) Administrative Assistant. East. Major 
duties—personnel. 600 bed hospital. (H- 
1361) (d) Accountant. East. ravel for 
hospital management organization check- 


ing member hospitals. (H-2174) (‘e) Office 
Manager—Accountant. South. College de- 
gree in acccounting preferred. ill be 


trained to assume position of administra- 
tor as present incumbent will retire in 
near future. 200 bed hospital. (H-2025) (f) 
Director of Business Management-State 
Board of Health. College degree in ac- 
counting plus public health or pases 
administration experience. To $11,000. (H- 
Purchasing Agent. Middle West. 

a erience not necessary. 350 bed 
100 minimum. (H-1038) (H) 
Chief Accountant. Middle West. 200 bed 
hospital. College degree with accounting 
major. $6000 minimum. (H-2126) 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Medical; 100 bd, 
TB san; diag & treatmt, all forms of TB; 
active rsrch prog: affil w/Mayo fndn.: 
sal & furnished home. (b) Med dir; capable 
of adm entire prog-educ & med treatmt; 
(epilepsy or allied conditions mostly); $10- 
12,000 plus house & mtnce; SE. (c) Med 
or non-med; 600 bd med centr; several 
units; req’s exper in med schi affil hsps; 


& ability delegate auth; lige tchg prog. 
NE. (d) Master's degree, HA, or equiv in 
trng & exper; Chief of Adm. dept of med 


servs: 350 bd, genl-tb hsp; about $9-11,000; 
2 yr contract, renewable; transportation, 
Pacific Island. (e) Req’s exper; pref over 
35; smi osteopathic hsp pian 8 expansion; 
$6000 or more; coll twn, E. (f) 120 bd hsp 
estab’d ‘13: may add new wing; one w 
good exper; $7,000; MW. (g) Woman w 
exper, public relations; 50 bd childrens 
hsp; about $6,000 plus complete mtce; twn 
100,000; So. th) Req’s one w/8-10 yrs exper. 
150-200 bd hsps; soon take chrge 400 bd 
hsp as 200 expands; $10-12,000; twn 40,000, 
E (i) Newly opened, 125 bd, vol, gen! 
hsp; coop Board; res twn, Mid E 


ASSISTANT ADMINISTRATORS: (j) Pref 
w/hsp degree, not mandatory; 450 bed, 
fully approved, univ affil’d $6,000 plus 
family mtce; Ige city, E. (k) 2,000 bed 
hsp; reqa's degree in HA or 3 yrs exper as 
HAA: $6-7,000: nr Los Angeles. (1) Re- 
place one resign'd; req’s grad HA course. 
& exper; 600 bd, fully-apprvd hosp; $7- 
10,000; univ city, East. 


ADMINISTRATIVE POSTS: im) Chief 
Accent: req’s deg actng; 300 bd, fully- 
apprvd hsp; about $6,000, other benefits; 
univ city, MW. (n) Credit Manager; req’s 
3 yrs exper c & c; coll dgre & actng 
trng; supervise staff of 10; 250 bd, fully 
prvd hsp; to $6,000; coll twn, 80,000 ; 
Mideast (o) Hosp cost-analyst; req’s coll 
grad w/ acctng or statistical bcekgrnd in 
hsp or institutional field; 250 contacting 
hsps; to $7,500 start; large city, East. 


EXECUTIVE HOUSEKEEPERS: (a) Full 
chge, reorg dept staff of 50; 400-bd, fully 
apprv'd gen hsp; Cal coast. (b) Gen hsp 
300 bds; $5000; resid city 75,000 nr impor 
univ med ctr; E. (c) For 600-bd TBc hsp; 
resort, coll comm, Carolinas. (d) Also 
supv linen rm, hsp now spoons « to over 
200 bds: resid suburb NYC. (e) Full chge 
busy dept, fully apprv’d 400-bd vol gen 
hsp; city 75,000 nr impor univ, cultural 
ctr: SE central. (f) 300-bd vol gen gt 
fully apprv’d; indus city 75,000; Mid E. 
(g) Vol gen hsp 250 bds; historically im- 
por city 100,000, resid suburb univ med 
ctr; SE 
Visit us in Booth 175 
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POSITIONS OPEN 


ASSISTANT CHIEF PHARMACIST: eligi- 
ble for licensure in. North Carolina; 306 
bed private hospital in a university. town, 
adjacent to two university affiliated medi- 
cal centers. Excellent working conditions, 
three weeks’ vacation, sick leave, and other 
generous benefits State experience and 
salary requirements. Contact: Gerald M. 
Stahl, Chief Pharmacist, Watts Hospital, 
Durham, North Carolina. 


ANESTHETIST: Licensed R.N. degree 
Knowledge of accounting necessary. 35- 
bed general hospital. Salary open. Con- 
tact: Administrator, Capitol Hospital, 1971 
West Capitol Drive, Milwaukee 6, Wiscon- 
sin. Hilltop 2-9100. 


RECORD LIBRARIAN: for well-equipped 
54-bed hospital for children requiring con- 
valescent and rehabilitation care. Main- 
tenance optional. Apply Box 188, West- 
field, New Jersey. Attractive suburb of 
New York City. 


HEAD NURSE—ANESTHETIST: new 30- 
bed hospital, city of 3000, southern Minn- 
esota near large shopping and recreational 
area. Medical staff increasing, salary open. 
Address HOSPITALS, Box I-55. 


THERAPEUTIC DIETITIAN: Fine oppor- 
tunity in progressive organization. 200 bed 
general hospital. Excellent working con- 
ditions; many benefits. Prefer A.D.A.; will 
consider others. Write or call Personnel 
Director, Flower Hospital, Toledo, Ohio. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportunity 
for progressive administrator esume to 
Director, Occupational Therapy, Emily P. 
Bissell Hospitai, 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


OPERATING ROOM SUPERVISOR: 350 
bed general hospital, active surgical serv- 
ice. Clinical Experience and special prep- 
aration in operating room supervision. 

S. desired. Liberal Personnel Policies, 
salary open Apply Director, Nursing 
Service and School of Nursing, St. Luke's 
Hospital, New Bedford, Mass 


REGISTERED MEDICAL RECORDS LI- 
BRARIAN: Need California license. 111 
bed accredited hospital. Salary open. Write 
Administrator, Grossmont Hospital, P. O 
Box 158, La Mesa, California 


THERAPEUTIC DIETITIAN: ADA to be 
in charge of all aspects of Therapeutic 
Service for 110 bed general noonieal with 
370 bed building program under comple- 
tion in May 1959. Apply: Mr. Bill Hamilton, 
Administrator, All’ Saints Hospital, Fort 
Worth, Texas 


ASSISTANT RECORD LIBRARIAN: In 
small accredited general hospital situated 
in university city outside of Boston, Mas- 
sachusetts. Salary open. Address HOSPI- 
TALS, Box I-57 


SUPERINTENDENT WANTED 


A well known orthopedic hospital, 70 
bed capacity, located in one of the finest 
Southwest cities, needs woman Superin- 
tendent. Looking for a lady under 45, well 
qualified through previous experience; must 
know how to.get along well with people, 
have a paper degree of initiative and 
proven ability. 


Let answer be full and complete and in- 
include recommendations, salary expected 
and enclose a kodak snapshot. Address 
HOSPITALS, Box I-51. 


GENERAL DUTY NIGHT NURSE. Immedi- 
ate opening. 38 bed, modern, JCAH fully 
accredited hospital located in central Ari- 
zona in heart of Verde Valley. Elevation 
3500 ft.. ideal year round climate within 
few minutes of beautiful Oak Creek Can- 
yon and 150 miles from Grand Canyon. 
Only 2 hours drive to Phoenix, a rapidly 
growing metropolis. 5 day 40 hour week; 
starting salary $280 with periodic increases; 
paid vacation; sick leave; holidays. Blue 
Cross available; Social Security. Apply to: 
Director of Nurses, Marcus Lawrence 
Memorial Hospital, P. O. Box 538, Cotton- 
wood, Arizona. 


The new Warren Hospital, a 212 bed gen- 
eral hospital, located in Phillipsburg, New 
Jersey, completion expected in the early 
summer of 1958, has the following openings 
for: MEDICAL RECORD LIBRARIAN: Reg- 
istration desired but not absolutely neces- 
sary, DIETITIAN: A.D.A:, DIRECTOR OF 
VOLUNTEERS, MEDICAL SOCIAL 
WORKER, GENERAL DUTY NURSES: All 
shifts, must be eligible for New Jersey 
license, OPERATING ROOM NURSES. Di- 
rect letter of application to: Administrator, 
Warren Hospital, Phillipsburg, New Jersey. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
person. Salary commensurate with train- 
ing and experience. Liberal benefits. Appl 
Personne) Director, lowa Methodist Hospi- 
tal and Raymond Blank Memorial Hospital 
for Children, Des Moines, Iowa. 


POSITIONS WANTED 


BUSINESS MANAGER—COMPTROLLER: 
Working knowledge of procedure and 
methods of reporting and comptrolling 
costs, accounts receivable, financing prob- 
lems of various kinds. B.B.A. degree. 10 
years experience. 38, good health. Salary 
$10,000. Address HOSPITALS, Box I-50 


FOOD SERVICE MANAGER desires to 
make a change. Capable of serving quality 
meals at a minimum cost, and installing 
accurate cost accounting system. Address 
HOSPITALS, Box I-54 


Young man, age 34, married, Masters in 
business administration, six years person- 
nel experience 2 years in university hos- 
pital, would like responsible and chal- 
lenging situation. Address HOSPITALS, 
Box 1-53 


ENGINEER: Plant, Chief or Maintenance 
Superintendent. Graduate Mechanical En- 
gineer. Several years heavy practical hos- 
pital experience. Address HOSPITALS, 
Box I-52 


PURCHASING AGENT: Young man (33), 


married S., accounting; 3 years experi- 
ence, full charge 350-bed hospital. Address 
HOSPITALS, Box I-56. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicego 11, Illinois 


ADMINISTRATOR: Med.; 16 yrs. success- 
ful exp. as hosp. adm; FACHA. 


ADMINISTRATOR: MHA; 3 yrs. asst., 
tchg. hosp.; 6 yrs. dir. 350-bed hosp.; 
FACHA. 


COMPTROLLER: BS., Acctg.; 3 yrs. asst. 
comptr. 300-bed hosp.; since ° chief 
acctnt., 750-bed gen. hosp. : 


PATHOLOGIST: Yg. path.; since compl. 
4-yr. res. at important tchg. hosp. in 34 


has remained on staff as asst. dir.; dip- 
lomate. 


RADIOLOGIST: Diplomate (Diag., Ther.) ; 
since ‘52 assoc. rad., 300-bed hosp. in chg. 
res. trg. 

Visit us in Booth 494 


OUR 62nd YEAR 


“Yertonned Bureau 


Sra 


N. WABASH AVE. 
CHICAGO. 
ANN WOODWARD Ditector 


Telephone RAndolph 6-5682 


ADMINISTRATOR: B.S. (Business Adm, 
Harvard) 6 yrs, director, 2 hosps, 200 & 
500 beds resp: excl record of achievemt; 
Member ACHA; early 40's. 


ANESTHESIOLOGIST: 12 yrs, anes, highly 
regarded grp staffed by 80 men, mostly 
cert'd and on tchg faculties; seeks direc- 
torshp, ve anes, in “oe hosp; on fee 
basis; Diplomate; early 40's. 


EXECUTIVE HOUSEKEEPER: 50; 10 yrs 
hsp, hotel exp incl 24% yrs, 200-bd gen 
hsp; Cal, others W, SW pref. 


EXECUTIVE HOUSEKEEPER: late 50's: 
some coll educ; sev yrs hotel hskpg exp: 
past 2 yrs, full chge dept, 250-bd gen hsp; 
seeks similar posi; E. 


EXECUTIVE HOUSEKEEPER: attrac, cul- 
tured woman; 6 yrs “— incl past 4 in full 
chge, 400-bd gen hsp; So pref, cons others. 


PATHOLOGIST: Diplomate, anatomy; 
elig, clinical path; excl surg & path res: 
22 mos, Path USAMC; 1 yr, Asst Path, genl 
hsp, 400 bds; 2 yrs, Path, 125 bd hsp; seeks 
dirshp or asstshp, vicinity NYC; lic’d NY, 
Pa, DNB; early 30's. 


RADIOLOGIST: 30; Diplomate, ther, diag, 
nuclear medicine; seeks full-time tchg or 
hosp post pref with part-time tchg. 


Visit us in Booth 175 
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1000 TABLETS 

OR HOSPITAL USE | : 


ANTACID ANALGESIC _ 
fill 


the TOLMYERS CO., NEW YORK, 


MADE IN USA. 


Quickly, Economically 


BUFFERIN 


saves money 
saves dispensing time 
saves shelf space 


Burrerin—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 


Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. 
Clinical Data Available on Request 


ANOTHER FINE FPROODOUCT OF BRISTOL MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 


BUFFERIN. 
need 


— 


in amber bottles especially designed for the modern hospital pharmacy. 
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SQUARE DRESSING 
STERILIZERS 


Maintain the most advanced 
sterilizing techniques. . . 
within minimum operator time 


‘The new Square Dressing Sterilizers are ie 
research-designed to meet the most exacting of 
hospital needs . . . with minimum demands upon . 
the time and attention of operating personnel. Unitized Contro/ Panel -—— 

The roomy square chamber readily accepts 
three large trays . . . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 
fluids and related surgical supplies. 

Made in the Amsco tradition for long, 


dependable service, the Square Dressing Sterilizer Eye level Control Panel includes Indicating — 

reflects the skills of more than sixty years of Recording — Controlling Thermometer and 
net Cyclomatic Control. Simple, direct and positive, 

thoughtful and continuing research. Cyclomatic Control begins timing when the 


selected temperature is reached, sterilizes, 
exhausts, and dries the load .. . AUTOMATI- 
Write for Bulletin C-162 CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 


A M E R | ® A N and uncertainty for the staff. 


WORLD’S LARGEST DESIGNER d MANUFACTURER 
STERILIZER of SURGICAL STERILIZERS, TABLES, LIGHTS 
ond RELATED PRODUCTS. 
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